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A.J1350 Roberts Esophageal Speculum. 
Available in 4 sizes: 9x 13 mm. x 
22 cm.; 10 x 14 mm. x 22 cm.; 
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) F.J2274 Lukens Specimen Collector, 
C.J2252 Samson-Davis Infant Tracheo- 2 cc. Also available in 20 cc. 


bronchial Suction Tube. size (Not illustrated.). 


Order Pilling instruments direct 
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any other chemotherapeutic or antibiotic agent © (lower) Same case showing healthy mouth oftel 


prescribed for local treatment of oropharyngeal treatment with Sulfethiessle Gum for 72 hours. 
infections, the continued success of White’s 


Sulfathiazole Gum is based on— 


& Groups of patients have received 
Sulfathiazole Gum routinely 

z_ forsix months! and fourteen months? 

“without a reaction indicating 

sulfathiazole sensitization or other 

untoward reaction.” 


Supplied in convenient packages of 

24 tablets—3-% grs. (0.25 Gm.) per 

tablet—sanitaped, in slip-sleeve pre- 

4 Pe 4 ne scription boxes. White Laboratories, 
Inc., Pharmaceutical Manufacturers, 

Newark 7, N. J. 

1. Neiman, I.S.: The Use of a Gum Containing 


Sulfathiazole to Prevent Infectious Pharyngitis, 
Arch. Otolaryngol. (in press.) 
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2. Fox, N., Kesel, R. G.: Hyperplastic Sinopharyn- 
gostomatitis, Arch. Otolaryngol., 42:368 (1945.) 
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Salivary Analgesia 
after “TRA” 


The pain of traumatized tissues following tonsillectomy demands its own relief 
—and points the need for analgesia that quickly reaches the irritated area. 


Aspergum provides “‘salivary analgesia’’— it brings pain-relieving acetyl- 
Salicylic acid into intimate and prolonged contact with the tonsillar 
region, through the simple act of chewing. 


The rhythmic stimulation of muscular action also aids in relieving local 
spasticity and stiffness— more rapid tissue repair is promoted. 


Each agreeably flavored chewing gum tablet provides 3% grains acetyl- 
salicylic acid, permitting frequent use. Particularly suitable for children. 
White Laboratories, Inc. Pharmaceutical Manufacturers, Newark 7, N. J. 


in packages of 16, 
moisture-proof bottles 
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otology, rhinology, laryngology, bronchology and esophagology from 


the world’s voluminous literature, so that with a minimum of tie and 
expense you are enabled to keep abreast of the rapid progress in these 


special fields of medicine and surgery. 


The organization and simplification of the new data and the sepa- 
ration of the less significant findings from the important facts keep you 
continuously posted. The QuarTEerty Review OF OTORHINOLARYN- 


GOLOGY AND BroncHo-Esopuacotocy will bring you many new clini- 


cal discoveries—improved technics—world-wide research—a vast fund 


of important data, all in concise form. 


The clinical facts presented here are systematically gathered from 
every available source—they are condensed from more than 300 medi- 


cal and surgical periodicals, transactions and special publications. They 


are properly classified and indexed for quick reference. 
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OTOLOGY 


1. Audiology 


Informal Report on the International Audiology Conference Held in 
Stockholm, Sweden, Sept. 6 & 7, 1948. Norton Canfield, New Haven, Conn. 

On the invitation of Professor Gunnar Holmgren (President) of 
Stockholm, Sweden, approximately forty otolaryngologists and acoustic phy- 
sicists interested in the subject of Audiology, were called to a meeting in 
Stockholm on September 6th and 7th, 1948, to discuss the problems of 
hearing as they affect the world population. The meeting was held at the 
Royal Academy of Sciences and was opened by a short address of welcome 
by Professor Holmgren. In his opening remarks he said that there were 
two main questions for the discussion; (1) the practical otological and (2) 
the acoustical. He stated that a majority of those who had been invited to 
the meeting were in attendance, which spoke well for the great interest in 
the important questions to be discussed. He also mentioned that as otolo- 
gists, there was need for a great expansion of the field, to include the many 
facets, some of which were medical and others non-medical. Professor 
Holmgren noted that the U.S.A. had taken the lead in the coordination of 
specialists to concentrate upon individuals with hearing impairment. He 
mentioned that in England, a National Committee was already engaged in 
a program for the people of that country and in Sweden during the past 
year a Royal Committee had been appointed to present a proposal to the 
Government for the solution of the problem. Professor Holmgren is the 
q Chairman of this Swedish Committee. 

The first paper of the day was presented by Norton Canfield, M.D. 
of New Haven, Connecticut, entitled “Audiology. The Science of Hearing— 
The Present Status of the Specialty in the U.S.A.” This paper outlined the 
specialty of Audiology as it is now conceived, which includes every concep- 
tion of science which can contribute to, or form part of, the propagation 
of sound, its transmission to the ear, its fate within the human organism, 
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the psychological processes based upon the interpretation of the perceived 
sound, and the consequent reaction of the patient to the mental concept ex- 
gendered. Audiology considers everything that can be of aid or detriment 
to life from sounds which can or should be heard. The Audiology Center 
was described and its effectiveness was noted in a partial statistical summary 
of results so far provided by such centers 

Continuing with the dissertation, the role of the psychiatrist and his 
relation to the proper diagnostic methods for determining the psychological 
aspects of hearing loss were presented. The contributions of the Acoustic 
Physicist are of extreme importance to carry out the necessary sound pro- 
gram which is constantly giving us more insight into the physiology of the 
hearing mechanism. Auditory Training was mentioned and the extreme im- 
portance of careful education of a person whose hearing has been impaired, 
was indicated. 

The Speech Experts were shown to be a vital part of the entire pro- 
gram and in closing, Dr. Canfield mentioned the Socio-Economic Aspects 
and the future of Audiology, as it applies to the general civilian population. 

Following this presentation, the Army, 16 mm. sound film, PMF 
5052, entitled “To Hear Again” was shown to the conference. This film 
gives details of the workings of an Audiology Center and depicts in a clear 
manner the type of services which should be available in such a Center. 

The discussion of the paper was opened by Dr. E. P. Fowler, Jr., of 
New York, who described the various types of professional service which 
is available in the United States, where the Centers are not used. This pro- 
fessional service consists of individuals or small groups working in a non- 
integrated manner. The value of a Center as compared with this method 
was described. 

J. M. Tato, M.D. of Buenos Aires, continued the discussion and stated 
that he had already presented to the Argentine Government, a plan for an 
Institute of Audiology and Phoniatry. During his discussion he emphasized 
the importance of the prevention of hearing loss as well as the treatment 
of the patient who has suffered impairment. He also told of the extreme 
difficulty of getting hearing aids in this country as well as other electronic 
equipment. To these remarks, Dr. Canfield replied that the Institute as 
mentioned by Dr. Tato was an important effort and that all help would 
be given to them from the experience of our Centers in the U.S.A. The 
name of the Institute as mentioned by Tato was discussed by Canfield and 
he stressed again that the term “Audiology” included all of Phoniatry as 
well and that if the Institute would use simply the one word it would in- 
clude all phases of speech. 

The paper was further discussed by Renato Segre, M.D. of Buenos 
Aires. Dr. Segre mentioned the importance of visible speech for teaching 
the profoundly deaf and said that he had made contact with a number of 
the schools for the deaf, in order to help with the program in his country. 
To this Canfield replied that the Audiology Center as conceived, would be 
a diagnostic place for the profoundly deaf but would not attempt te educate 
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the congenitally deaf child through the many years necessary for his final 
social adjustment. 

The discussion was continued by Professor Y Muermann of Helsinki, 
Finland. He mentioned that excellent laws in his country, applied to the 
deaf and hard of hearing, and it seemed that they were far advanced in 
this particular phase of the problem. They are in need, however, of special 
training for the partially deafened, which is being met in part by the special 
phoniatric divisions of otolaryngology in the universities. 

E. H. Meyer of Vienna also stressed the difficulties in his country, 
with electronic equipment and the purchase of hearing aids. 

Professor G. Ferreri of Rome, mentioned the economic differences 
in different parts of Europe which contribute to the difficulties of any ex- 
tensive program. He asked for a specific scheme of study which should 
include an important program for preventive therapy and the genetic study 
of deafness. Canfield replied that the specific program for his country 
would be mentioned by Professor Huizinga in his paper later during the 
conference. 

Professor Stirala of Turku, Finland, mentioned that their government 
Was very interested in providing every help possible for those with hearing 
defects. The laws in Finland provided for the issuing of a hearing aid for 
anybody who needed it, but the instruments were still very hard to obtain. 
To this Canfield replied that there was also a law in the U.S.A. which pro- 
vided a hearing aid for all civilians who needed it, if it would help in their 
occupation. However, in the U.S.A. it was also extremely difficult to actual- 
ly get a hearing aid for the individuals as Congress, although it had passed 
a law, had never appropriated enough money to purchase the instruments. 

Lennart Holmgren of Stockholm gave a detailed report of the pro- 
gram being carried on in Sweden under the leadership of Professor Gunnar 
Holmgren. He mentioned the organizational aspects now in operation in 
Sweden in connection with their medical:schools and large hospitals. He 
stated that the courses for lip-reading were well concentrated and that the 
schools for the deaf started taking children at the age of 7 and carried them 
through the age of 16. He also mentioned that there was a special school 
for the severely hard of hearing but not completely deaf, in Sweden. In 
this school, amplified sound was used as the chief means of communication 
and it worked very well. There had not been very much effort to put wear- 
able hearing aids on children but it was a program which they had planned 
to do in the near future. Holmgren mentioned the organization of the 
Royal Committee to fight against deafness and its consequences and said 
that an Audiology Center was in the planning stage to be connected with 
the professional institutions in Stockholm. 

Dr. A. Dobrzanski of Warsaw, agreed on the importance of the 
development of Audiology and suggested that an International Committee 
be formed to promote the work. The result of this suggestion will be noted 
in the formation of such a Committee as mentioned later in this report. 

Dr. Alfred Peyser of Stockholm mentioned his important work on 
Industrial and Occupational Deafness. He had been interested in this pro- 
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gram for some time and felt sure that much could be done for the pre- 
vention of Auditory Trauma in Industry. He asked the question, “Is in- 
dustry in the U.S.A. doing much about the problem of occupational deaf- 
ness?” To this Canfield replied that industry was far behind in this pro- 
gram, that the laws were inadequate to protect employees and that the re- 
cent paper by McLarin and Chaney reporting their work in the Airplane 
Industy on the west coast, was a model for Industry to develop a pre- 
ventive program in their own plants. 

The discussion was concluded by Prof. Maurice Sourdille of Strass- 
bourg who was enthusiastic about the program of Audiology and again asked 
that a specific plan be presented to the conference for the various countries 
to carry out during the coming year. 

The next presentation was given by Professor E. Liischer of Basel, 
Switzerland, entitled “International Standardization of Audiometry”. In his 
paper he stressed the fact that simple test by pure tone Audiometry was 
not enough to give a proper hearing evaluation of a patient. The test should 
also include loudness balance tests, difference limins tests to determine per- 
ceptive or obstructive deafness, tests for malingering and speech audiome- 
try. The International standards should be in frequencies of 125, 250, 500, 
1,000, 2,000 etc., instead of the old musical note frequencies which have 
been used for so long. He also mentioned that equal loudness curves must 
have a definite frequency evaluation if these are to be used. Professor 
Liischer mentioned the discrepancy between European and U.S.A. standards 
as to the thresholds of hearing in the normal person. He also mentioned 
the value of interrupted tones as compared to continuous tones with testing 
by pure tone instruments. In regard to bone conduction, he mentioned that 
this had not yet been standardized and an extremely difficult thing to evalu- 
ate the results obtained by bone conduction testing. The use of masking in 
testing was of great importance. The masking tone must be a noise and 
not a pure tone. These masking noises should be standardized as well as 
the pure tones themselves. The question of cross masking was discussed. 
The use of fatiguing tones for evaluation was a matter which needed to 
have further International consideration. He went on to mention something 
of the Anglo-American methods which compare the patient with a normal 
hearer. Possibly the use of phons and sons could be used to advantage in 
recording audiometry in some methods. He concluded that the entire sub- 
ject could not be covered in a short time but in spite of International dif- 
ficulties, Audiometry was an established scientific procedure and could be 
improved. Old tests which are of value for individual patients should not 
be given up but scientific testing with new instruments will probably even- 
tually replace the use of tuning forks. 

The next paper for presentation was given by Dr. H. C. Huizing of 
Groningen, Holland. He discussed the entire problem of Audiology from 
the viewpoint of the physicist and gave examples of contributions of phy- 
sicists, such as Wheatstone, Bezold and Hemholtz, with cooperative efforts 
such as those between Bezold, Edelman and Struyken, as evidence of co- 
operation between the two groups. He mentioned the work of Liischer in 
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1939, who showed the hightone loss by loading the tympanic membrane 
with mercury. He also mentioned the fine work done by Békésy, as the 
great Acoustic Physicist of the present day. The work of Ernst Barany, the 
physiologist in bone conduction, was.also included in his remarks. The fal- 
lacies of bone conduction were illustrated by Huizing’s experiments, in which 
he put a receiver inside of the external canal during bone conduction test- 
ing. The various types of sounds which were picked up, illustrated the 
change of tones as they go through the bones of the skull. 

The papers of Huizing and Liischer were then discussed, first by Dr. 
H. Dieshoeck of Amsterdam. He mentioned that there should be two types 
of audiometers, one for the practicing otologist and one for laboratory and 
research work. For the otologist, the results should be obtained quickly and 
accurately and they should include speech audiometry with and without hear- 
ing aids in place. The research audiometer should include bone and air con- 
duction receivers, a method for periodic interruption of the tone, frequency 
modulation and the mixing of tones to present to the ear for research pur- 
poses. 

E. P. Fowler, Jr., M.D. of New York, mentioned that the Audiology 
Centers in the U.S.A. did have this type of audiometric research work going 
on and mentioned the importance of calibration of the instruments periodi- 
cally, to keep them in best possible condition. Fowler suggested the for- 
mation of a committee for the work on the standardization and that this 
committee should include the physicists, otologists, phoniatrists and the psy- 
chologists. 

Further discussion of the papers of Liischer and Huizing was presen- 
ted by Gunnar Fant, Acoustic Physicist of Stockholm. He mentioned the 
standard for threshold determination as had been used in the U.S.A. and 
those used in Europe and asked the question about the depression of hearing 
as the person gradually obtains older age. He strongly advocated speech 
audiometry and had developed an instrument to do this which was 
demonstrated later during the conference. Fant also mentioned the import- 
ance of having decibel steps less than 5 and suggested that speech intensity 
be measured as a loudness level. Complete audiometry should also include 
articulation testing. 

Huizing discussed the problem further and said that 5 decibel steps 
were too large for patients in whom the recruitment phenomena was pro- 
nounced. The acoustical intensity of the tones and not the actual physical 
intensity was important in the consideration of standardization. He men- 
tioned that the possibility of an International Standardized ear would help 
and sound level meters should also be standardized. 

Professor George Portmann of Bordeaux was concerned about the 
examination of many of the patients by the physicists rather than by the 
doctor himself. He wanted to stress the point, that the patient-doctor re- 
lationship must not be eliminated in all of the new work being done in 
Audiology. He mentioned the discrepancy between pure tone audiometric 
test and those using the speech method and asked why these tests seemed 
to be so disparate. To this discussion Canfield replied that the new methods 
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were in no way an attempt to interfere with the doctor-patient relationship. 
It must be even more firmly cemented but the doctor needed the evidence 
and information supplied by the Acoustic Physicist in order to give the 
patient the assurance and attention which he needed. 

Professor Liischer in closing the discussion, pleaded for further work 
on the standardization and for new tests to fill in the gaps in our audiologic 
knowledge. 

This concluded the discussions for the first day of the conference. 

The second day of the conference, Tuesday, September 7th, meeting 
was held at the Royal Academy of Sciences, Professor Gunnar Holmgren 
in the Chair. 

The first paper presented by Professor E. Huizinga of Groningen, 
entitled “Teamwork in Otology”. The paper was opened by a discourse on 
the subject of specialists with quotations from various philosophers as to 
the importance of specialists in the social order. He stressed that teamwork 
provided progress in many other fields of endeavor and so it could in the 
problems of hearing. He traced the surgical treatment of hearing loss and 
the treatment by other means and quoted from a letter by Beethoven about 
his own deafness and the psychic-trauma which resulted. He mentioned 
that the hearing loss in many cases starts insidiously and it is the duty of 
the community to provide the proper means by which it could be checked, 
or its ravages overcome. He drew attention to the fine work of Professor 
Holmgren for the past 30 years and that the future of the work depended 
upon the cooperation of specialists and it was for this reason that the present 
conference was assembled at this time. 

Professor Huizinga then mentioned the broad plan for each individual 
country which consisted largely in a survey, during the coming year, of the 
available facilities, the interests of the professional people involved in the 
program and what opportunity there was for coordination of the various 
types of professional people involved. It was obvious that no one program 
for any one country could be presented in detail but that the main problem 
was to survey the situation and present the findings at the meeting of the 
Committee to be held in 1949. 

Professor Holmgren, President of the Conference then proceeded to 
present the plans for the organization of the working committee. On the 
suggestion of Dr. Dobrzanski of the day before, there was a unanimous 
opinion that Professor Holmgren should be the President of the Com- 
mittee. Whereupon the President asked for permission to appoint an execu- 
tive committee and also to name other specialists in different countries to 
attend the conference in 1949. This was granted the Chairman by unani- 
mous consent. Professor Holmgren then named, Professor E. Liischer of 
Basel and Norton Canfield, M.D. of New Haven, as Vice-Presidents and 
Professor E. Huizinga of Groningen as Secretary of the Executive Com- 
mittee. Other members of the Executive Committee named were, Charles 
Hallpike, M.D., London, J.M. Tato, M.D., Buenos Aires, E. P. Fowler, 
Jr., M.D., New York and Professor Maurice Sourdille, Strassbourg. Profes- 
sor Holmgren then mentioned that all of the present members of the Con- 
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ference would constitute an International Committee which would be called 
into session again in 1949, at the time of the International Congress of 
Otolaryngology in London. 

The Conference was then again open for general discussion and this 
was started by Dr. J. Bijtel of Amsterdam. He mentioned that there was 
an active committee in Holland working with sound and all of its phases 
and that this committee could easily act as the coordinating group for that 
country. 

Dr. Vetter from St. Gallen, Switzerland who is President of the 
Switzerland League of the Hard of Hearing said that there was an active 
group in that country who could be organized for wider circulation of .in- 
formation and an effective program. 

Professor Meurmann of Finland spoke of the league in his country 
and that a statistical survey of the deafened in Finland, had been completed. 

FE. P. Fowler, Jr.. M.D., of New York said that there was serious 
trouble with the fundamental consideration of the definition of terms. What 
constituted actually a person who was “deaf” and what also should be the 
meaning of “hard of hearing”. He made an urgent plea to remove the 
word “dumb” from those who were born deaf. This had always carried a 
bad connotation and this was concurred in by other members of the Con- 
ference. 

Dr. Huizinga of Hollanc emphasized the importance of omitting the 
word “dumb” when referring to those born deaf. 

Professor Liischer further emphasized this point and said that there 
should be further definition of terms so that the International Lan- 
guage could be clarified. 

Dr. Vetter mentioned that with the improvement of therapeutic meth- 
ods, a person could be considered to go from one category to another pro- 
viding his therapy was satisfactory. 

Dr. Segre of Buenos Aires sail that the term “hypo-acousic” was a 
good term to be used especially by scientific people. 

Dr. J. M. Tato of Buenos Aires explained the value of such words 
as acousic, hypo-acousic, and anacousic, for the scientific description of 
people with certain types of hearing loss. 

Dr. Swisloki of Switzerland mentioned that the decibel and loudness 
curve in audiometric testing were not identical and there should be some 
clarification of these notations. 

Dr. Dobrzanski recommended that the Executive Committee of the 
Conference tackle the problem of definition of terms and that it present its 
report at the meeting next year. 

Professor Sourdille suggested that the fine work of Holmgren be com- 
mended to the Government of Sweden so that it would help the Professor 
in his work with the Royal Committee. 

FE. P. Fowler, Jr., proposed that for the record, the work “deafness” 
should include all of the hypo-acousic no matter how profound it was, 
and that the word “dumb” be stricken from any reference to those who 
are born without hearing or acquire deafness in early life. 
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The discussion was continued by Dr. George Portmann who said that 
in the French Language the word “sourdité” included all types of hearing, 
that they did not have the confusion as existed in English, with so many 
different types of words, such as deaf, hard of hearing etc. 

Dr. Huizinga and Meurmann further discussed the problem and sug- 
gested the advisability of having a committee to present a report later. 

Dr. Schubert discussed the possibility of standardizing syllables with- 
out dialect or language implications, to be used for International speech 
audiometry. It would then be possible to compare speech audiometry with- 
out reference to language. 

To this suggestion, Fant made a suggestion that syllables with- 
out meaning are not as effective for testing the deaf because they are not 
the things to which people ordinarily listen. Pronunciation difficulties might 
4 make such testing extremely difficult with the people from different coun- 
tries. 

i Kurther discussion by Dr. Alfred Pyzer of Stockholm suggested that 
| 


a linguistic specialist working on this problem, would be the authority to 
consult and suggested that the Executive Committee consider such a person 
as a member of the International Committee. To the discussion of Schu- 
bert’s first remarks, Schubert replied that he wished to emphasize again the 
importance of this consideration and stated that a written language was not 
necessary because communication might be accomplished by means of re- 
cords and visible speech apparatus. 

Following this discussion, formal proceedings of the meeting were 
adjourned. Professor Holmgren announced that during the afternoon there 
would be a demonstration at the Institute of Technology in Stockholm, 
where three audiometers would be on display. 

During the afternoon the von Békésy recording audiometer was de- 
monstrated and its principles explained. The speech audiometer of Fant was 
also described and demonstrated. The new Maico, model E was on display 
and comparative tests were demonstrated during the afternoon. 

On the evening of September 7th, a banquet of the members attending 
the conference was held and the meeting was finally adjourned on a note 
of sincere and profound appreciation to Professor Holmgren for his vision 
and foresight in calling together the first International Audiology Confer- 
ance.” 


Articulation Testing Methods. James P. Egan, Madison, Wis. Laryn- 
goscope 58:955-91, September 1948. 

There are many reasons why oral communication may be inefficient or 
may fail completely. Distortion of speech sounds by inferior transducers, 
masking of these sounds by ambient or electrical noises, impaired hearing 


*Official proceedings of this meeting are to be published as a supplement of the Acta 
Otolaryngologica in a forthcoming issue. A copy of the complete proceedings can be obtained 
for $1.00 from the Audiology Foundation, 510 Madison Ave., New York 22, N. Y. 
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on the part of the listener and many other factors, all conspire to make 
communication uncertain and unreliable. In order to evaluate the relative 
importance of these factors which influence the intelligibility of speech, 
methods are required by which the degree of intelligibility of speech may 
be determined. The various methods for determining the intelligibility of 
speech fall into three groups: articulation tests, subjective appraisals, and 
thresholds methods. The articulation test is the most important of the three 
methods. Special consideration must be given to the selection of the words 
or sentences spoken by the talker, because the reliability and the validity 
of an articulation test depend to a considerable extent upon the particular 
test items employed. The difficulties encountered in the selection of test 
items are discussed. Complete lists of monosyllabic words are appended. 
Actual tests with these various lists show that each list is nearly as difficult 
as each other list. In an articulation test the listener is not required to ap- 
praise the quality of the speech but merely to record the speech sounds that 
he hears. By contrast, the methods of subjective appraisal require the listen- 
er to evaluate the quality of speech itself. These methods can be used to 
good advantage in appraising the quality of speech. 

There are certain conditions under which it is advantageous to deter- 
mine the minimal intensity at which speech is just intelligible. Actually, it 
was found possible to distinguish three such levels, yielding three different 
thresholds: the thresholds of detectability, of perceptibility and of intel- 
ligibility. Experimental results show that these thresholds can be reliably 
determined. They are particularly useful in establishing the permissible level 
of a masking noise. These methods are also finding application in tests of 
hearing loss for speech. The results obtained by any one of these methods 
depend upon a large number of factors which enter as parameters into every 
test. Some of these variables are so important that their control must be 
considered an integral part of the method itself. Certain of these factors 
are the voice level used by the talker, the level of received speech, the spec- 
trum and intensity of noise at the listener’s ear and the distortion which 
a communication system may introduce. Typical experimental results illustra- 
ting the importance of such factors are presented. 18 references. 3 tables. 
figures—A uthor’s abstract. 


The Articulation Area and the Social Adequacy Index for Hearing. 
Hallowell Davis, St. Louis, Mo. Laryngoscope 58:761-78, August 1948. 

Measures of hearing loss by pure-tone audiometry are excellent for 
diagnosis but do not satisfactorily express the ability of a patient to hear 
speech. The phonetically balanced word lists prepared by the Psycho-Acous- 
tic Laboratory were selected as material for a test to directly measure the 
articulation score of the patient at three intensity levels representing the 
range of actual every day speech intensities. A Social Adequacy Index (SAI) 
was established based upon the average over-all percentage of monosyllabic 
words correctly understood and the intensity level at which the words reach- 
ed the listener’s ear. The index is a single number indicating a person’s 
ability to hear speech under average everyday conditions. It is suitable for 
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measuring the improved hearing produced by a hearing aid, by the fenes- 
tration operation or any other treatment and for medicolegal purposes. The 
Threshold of Social Adequacy where a person hears with considerable dif- 
ficulty is at SAI=33. The patient understands an average of one-third of 
the (PB) monosyllables that he ordinarily hears. Difficulties develop in 
social situations when the index drops to 67, two-thirds of the PB mono- 
syllables still being understood. Hearing becomes useless socially at an 
SAI of 10 or 15 when simple sentences spoken in a loud voice are no longer 
understood. An SAI reduced because of conductive deafness may be restored 
to useful levels by a hearing aid and perhaps the fenestration operation 
but neither procedure will restore an SAI reduced by a discrimination loss. 
Only educational methods such as auditory training can then help. Know- 
ledge of the relative hearing loss in decibels and of the discrimination loss 
permits a much more accurate prognosis of benefits produced by either a 
hearing aid or a fenestration operation. 14 references. 3 tables. 


Experimental Studies on the Reliability of Audiometry. R. E. C. 
Brown, Central Medical Establishment, Royal Air Force. J. Laryng. & 
Otol. 62:487-524, August 1948. 

Experiments made to determine the amount of variability in measure- 
ment of the results of clinical pure tone audiometry under standard condi- 
tions by trained examiners are described and the most important etiologic 
factors evaluated. Four experiments were made. The first endeavored to 
show what agreement might be expected between two audiograms used with 
similar measuring systems. The right and left ears of 30 subjects 
were measured for hearing loss in the seven frequencies of the octave range 
128 to 8192 c.p.s. Graphs showing how the hearing losses on the two sys- 
tems agreed and histograms showing the number of times particular dif- 
ferences between the two sets of results occurred at this frequency were 
made. Excellent agreement was found between the two sets of measure- 
ments, the correlation coefficient being 0.921. The mean value of all dif- 
ferences obtained was 4.58 db. and the scatter of differences relative to 
the mean in terms of standard deviation was + 7.48 db. This indicates that, 
in practice, differences between measurements may be expected to occur at 
any frequency within the + 15 db. range and therefore do not necessarily in- 
dicate a change in the subject’s hearing. The hearing 1s not considered to have 
changed then unless more than + 15 db. differences occur between measure- 
ments, assuming that testing conditions and audiometer calibration remains 
unchanged. The correlation coefficient increased to 0.95 when measure- 
ments were repeated on the same system, showing that agreement between 
the results had improved. Working to the nearest unit of 5 db. then, under 
these conditions, greater differences than + 10 db. should occur between mea- 
surements before being considered indicative of changes in the subject’s hear- 
ing. Measurements at each frequency were equally reliable with a back- 
ground noise intensity level of 40 to 50 db. above the standard in the test- 
ing booth, except for the first experiment. Use of different technics but 
the same method of threshold determination by 2 operators each testing 
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the same persons produced no prior audiometric experience may become re- 
liable in making audiograms after testing about 30 subjects. Repeat audio- 
grams under the same conditions for a group of subjects no improvement 
in hearing losses, indicating that practice by the subject did not improve the 
record of hearing loss. A better record may however be obtained in a second 
test because of carelessness by the operator in the first test or in case of 
especially deaf persons or children. Check of threshold calibrations of the 
two audiometers showed dial readings slightly different from true values. 
10 tables. 16 figures. 


Audiometry with the Use of Galvanic Skin-Resistance Response. A 

Preliminary Report. John E.. Bordley, William G. Hardy and Curt P. Rich- 

ter, John Hopkins University and Hospital, Baltimore, Md. Bull. Johns 

Hopkins Hosp. 82:569, May 1948. 
An objective diagnostic test of the auditory acuity threshold is especial- i | 

ly needed in hearing tests of infants and young children and in differentiat- ; 

ing a psychogenic overlay on organic hearing impairment from malingering. : 

An objective hearing test with an instrument which records activity of the 

sympathetic nervous system in response to acoustic stimuli has been develop- 

ed at the Johns Hopkins School of Medicine. The subject is stimulated by 

pure-tone signals from a standard audiometer, faradic shock or other suit- 

able stimuli acting as conditioning agent. Sympathetic nervous system re- 

sponses to the test signals are amplified, charted with a recording milliam- F 

meter and provide an extremely sensitive wave-record of galvanic skin-re- 

sistance response. A standard audiogram of pure-tone threshold is plotted 

from the recorded wave-response. Results have indicated that this procedure 

is sound and can be standardized, the test being useful for the full range 

of the standard audiometer. The test procedure is being refined by experi- 

mental work to broaden the experimental subject range and adapt the test 

for speech audiometry. It is believed that the technic of audiometry with 

the galvanic skin resistance response may be so developed that it will play 

the same part in investigations of the human ear as study of the cochlear 

potential does in experimental animals. 


Hearing Acuity Varying with the Position of the Head. Arthur W. 
Proetz, St. Louis, Mo. Ann. Otol., Rhin. & Laryng. 57:241-44, March 
1948. 

A 58 year old male was first seen in 1931, when a persistent cough 
was eliminated by removing him from exposure to rabbit hair. In 1940 
there was edema of unknown etiology about the opening of the left eusta- 
chian tube, producing stuffiness which was eliminated with ephedrine. In 
1946, he developed a presumptive simple otitis media with fluid in the 
middle ear. Both drums were incised. In 1947 the stuffiness recurred and 
the patient reported that he could hear better in the recumbent position. 
Local radium was applied. An audiogram showed an advancing deafness 
in the middle and upper frequencies. Audiograms were made in the erect 
and supine positions. In 1948, both drums were brilliant and thin. The incus 
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could be seen clearly on the left through a thin region which remained 
after the paracentesis wound had healed. On inflation the thin region bal- 
looned from the rest of the drum and its tympanic side appeared to con- 
tain granulations. Neither the bone conduction on the left nor any of the 
hearing on the right underwent any change with change of position. What 
changed the hearing with positional change is not too important. The signifi- 
cant thing is that the change occurred in the conductive mechanism and that 
the resulting curve was typical of what is considered characteristic of nerve 
deafness. The author had an audiogram of his own ear done and then re- 
peated after placing 3 drops of glycerine in the canal. The tests were done 
on the left ear while lying on the right. The results agree with those of 
the patient in the erect posture as well as those observed after filling the 
canals with water, in that the hearing at 256 d.v. and below stays about 
normal, and that above that range the curve drops to a loss of 50 db. at 
4096. If the acoustical results of fluid on the external aspect of the drum 
are comparable with analogous conditions in the middle ear, then the dif- 
ferential diagnosis must depend upon the bone conduction tested with a 
tuning fork, rather than upon the audiometric curve. 3 references. 3 figures. 


The Hearing Acuity, Tinnitus and Vertigo in Essential Hypertension. 
Leighon F. Johnson and Bernard Zonderman, Massachusetts Memorial 
Hospitals and Boston University, School of Medicine, Boston, Mass. Laryn- 
goscope 58:374-79, May 1948. 

The authors report their preoperative findings of the hearing acuity 
and related symptoms of tinnitus and dizziness as observed in 76 consecu- 
tive cases of essential hypertension admitted to the hospital for splanchnicec- 
tomy. In the group there were 40 males and 36 females ranging in age 
from 23 to 56. No significant otologic variations based on sex were noted. 
Vertigo and tinnitus were found to be common complaints in hypertensive 
individuals, occurring in 46 and 30 per cent of the cases, respectively. There 
seemed to be no correlation between the severity of the vertigo, the age 
of the patient or the degree and duration of the hypertension; tinnitus was 
as frequent in the younger age group as those in the sixth decade. Deafness 
was a relatively uncommon complaint, occurring in 10 per cent of the cases 
studied, and even in these cases, other causes for deafness were found to 
be present. Only 3 patients, all in the older group, showed a nerve type 
of deafness with marked high tone loss. However a dip in the audiometric 
curves at the frequencies 2896 and 4096 was noted in 42 per cent of cases. 
‘Lhe authors ascribe this to the traumatic effect of the hypertension upon 
the cochlea. They conclude that a complaint of vertigo and tinnitus, especial- 
ly if associated with a drop in the audiogram at the 2896 and 4096 fre- 
quencies, warrants careful study for essential hypertension. 12 references. . 
1 table. 2 charts.—Author’s abstract. 
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Testing Speech-Hearing and the Efficiency of Hearing Aids. Douglas 
Macfarlan, Philadelphia, Pa. Ann. Otol., Rhin. & Laryng. 57:444-52, June 
1948. 

The best way to test speech-hearing is by using speech as a testing 
stimulus. The instrument employed is a phonograph with a motor driven 
turntable and a crystal pickup. It includes amplifying tubes and in intensity 
or loudness attenuator marked in decibels. The speech is delivered over a 
headphone or a loudspeaker. The record has numbers recorded on one side 
and monosyllabic words on the other. The factors of education and intel-— 
ligence are eliminated by using numbers | to 8 omitting 7 and monosyllabic 
words from Thorndyke’s list of the most common words in the language. 
The patient is told to repeat the word he hears. The observer holds a key 
card to which he refers as to the correctness of the answers. The loudness 
is begun at a readily audible point and is attenuated to the hearing thres- 
hold. With phonographic speech from a flat intensity record, a noise is in- 
troduced comparable to white sound (flood of simultaneous frequencies in 
the speech zone). The decibel is the unit of measurement. To give it a base 
reference, the standard reference level is ordinarily 0.0002 dynes per sq. 
cm. This value approximates the intensity at which the faintest sound can 
be heard by the average ear. It is more logical for speech work to adopt 
a reference point which correlates with the audiometer decibel level. The 
most common reference frequency is 1,000 cycles. A standard 1,000 cycle 
note record is played and sent out over a phone matched to the phone of 
the frequency audiometer used for comparison. The 1,000 cycle note of 
the phonograph is matched to the 1,000 frequency note of the audiometer 
at various loudness levels. It is found that numbers are reported at thres- 
holds 10 db. lower than other monosyllabic words. Thresholds are as sharp 
as with frequency audiometry. The observational error rarely exceeds 5 db. 
The patient attains lower thresholds in going from audible to inaudible 
than in going from inaudible to audible. Sharp thresholds occur in those 
with nerve deafness but not in those with catarrhal deafness. Inattention 
usually develops in patients with senile deafness and in those with pro- 
found deafness. By attention training, hearing can be improved to the ex- 
tent that the test shows. Vowels are usually heard correctly but mistakes are 
made in consonants. Sentences are not used for stimuli because of possible 
associations. Not only the threshold, but also the convenient loudness level 
which is about 40 db. above the threshold, should be tested. The pain 
threshold should also be ascertained. Interpretation testing can be done well 
with the phonograph and word list and the correct number of answers at 
the various intensity levels can be recorded. In nerve deafness the efficiency 
rating does not improve above a certain loudness level but it does in catar- 
rhal deafness up to the pain threshold. In testing the relative efficiency of 
aids, the loudspeaker is used, with the patient at a fixed distance. The in- 
tensity is gradually decreased to the best threshold. The hearing aid modu- 
lation controls are tried as well as the loudness control. When an optimum 
modulation setting is found, interpretation percentage ratings are made with 
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various loudness levels of the phonograph audiometer. 7 references. 4 fig- 
ures, 


Fundamentals in the Treatment of Communicative Disorders Caused 
by Hearing Disability. Part I1. Miriam D. Pauls, U.S. Naval Hospital, 
Philadelphia, Pa. and William G. Hardy, Johns Hopkins Hospital, Balti- 
more, Md. J. Speech Disorders 13:97-105, June 1948. 

The object of clinical audiology is to provide the deaf individual with 
communicative tools or apparatus which will best offset his impairment, 
and to help him understand his disability and consequent problems. Mini- 
mal diagnostic procedures should include pure-tone audiometry with proper - 
ly calibrated equipment and masking as indicated by binaural disparity, 
speech audiometry, tuning fork tests with proper masking and speech and 
voice tests. Related tests and retests are made as indicated. The psychosocial 
implications of impaired hearing must always be considered and special at- 
tention paid to psycho-acoustic and psycholinguistic data. The problems of 
persons with mixed type deafness vary with the predominance of many 
&§ physiologic and behavioral factors. The easiest adjustment is made by per- 
- sons with a moderate to severe hearing loss, 40 to 70 db. by speech audio- 
S metry. Those with more than 70 db. of hearing loss have more complex 
problems. Those with a loss of only 30 to 40 db. usually have the most 
difficulty in adjusting their communicative problems. Cases of nerve deaf- 
ness usually have much more difficulty in learning to use amplified sound 
than those with conductive-type deafness. Six guides are given as aids in 
retraining those whose impairing hearing developed after normal language 
3 habits were learned. Doubts, confusions and questions of the patient must 
of be squarely faced and are best met in a group situation with a direct pre- 
— sentation of facts about hearing and communicative needs. The individual 
must be given ample opportunity to learn to listen to amplified sound and 
must learn to use his hearing aid in greatly varied situations. Speech read- 
ing as a supplement to residual hearing must be understood. Adequate in- 
; struction in the fundamentals of articulation to assure retention of adequate 
speech habits must be given and problems of psychosocio-economic adjust- 

ment freely discussed. 


Further Labyrinthine Studies. I. Affections of the Humoral System 
of the Labyrinth. I]. On the Labyrinthine Transformations of the Acoustic 
Vibrations to Pitch-Differentiated Nervous Impulses. S. H. Mygind, Com- 
munal Hospital, Copenhagen, Denmark. Acta oto-laryng. Suppl. No. 68, 
1948. 

The author attributes the symptoms of Méniére’s disease and certain 
other, little studied, afflictions to compression within the labyrinth. Lack 
of balance between the outside and inside pressure in the humoral systems 
of the various ducts is due to: (1) inequality of osmotic pressure in the 
perilymphatic and endolymphatic systems of the labyrinth; (2) effect of 
intracranial pressure as well as pressure in the chamber of the middle ear, 
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(3) sudden changes of blood pressure which, as a result of some pathology, 
can no longer be controlled by the system of extensive loops and branches 
of the small arteries and arterioles in the labyrinth; (4) effect of the os- 
motic pressure of the pathologically changed constituents of the humoral 
system of the labyrinth. These changes result most often from the increased 
permeability of the blood-perilymph barrier to proteins and blood cells. 
Studies of autopsies and experiments dealing with the effect of drugs on 
the hearing capacity demonstrated that compression of both static and audi- 
tory parts of the labyrinth actually exists. The organ of Corti was examined 
histologically and various degrees of deformation showed under the micro- 
scope. Injections of water, salt, pilocarpine, salicylates, quinine, etc., as well 
as anaphylactic shock, produced compression and decreased hearing acuity. 
Atropine injections effect dehydration of the labyrinth, hence they produce 
decompression, intensify the sound perception and reduce dizziness (as in 
sea-sickness ). Endocranial pathology may produce stasis of the labyrinth, 
with resulting compression and deafness in the low frequency range (enceph- 
alitis). In cerebrospinal meningitis the infection reaches the cochlear duct 
and may cause high frequency deafness. 

The author advances a new theory of hearing. He has demonstrated 
that the basilar membrane is not essential for sound propagation to the acous- 
tic nerve. The tectorial membrane plays an important role. It vibrates as 
a whole, under the stimulus of sounds of any pitch. The wave length pro- 
duced is proportional to the length of the sound wave. This length is just 
sufficient to displace the ciliary cells by the right amount so that they will 
touch the Deiter cells, starting an impulse along the acoustic nerve. The 
two groups of cells get into opposite phases with respect to each other, the 
one set being compressed while the other is decompressed and vice versa. 
The site where the main wave originates varies with the pitch. Shorter waves 
originate closer to the apex, the longer ones start near the base. From the 
point of origin the nearest two harmonics spread in two directions, covering 
nearly one-fifth of the organ of Corti. The lower harmonic, going to the 
apex, soon decreases in amplitude and is dampened, due to high resistance 
of this region to vibrations. The higher harmonic, going to the base, re- 
mains perceptible for quite some time, since the base is capable of vibra- 
ting with high amplitude. Impairment of hearing by a loud sound is ex- 
plained by the same theory. High tension produced in the tectorial mem- 
brane by a sound of high amplitude injures it temporarily (for several days). 
The injury is always greater at the base than at the apex, since the former 
responds intensely to the vibrations of loud sounds, which makes the dif- 
ference between pressure and traction greater than in the apex. The impair- 
ment of hearing extends toward high pitches (about three octaves higher 
than the injuring sound). The effect in the opposite direction is more limit- 
ed (one-half to one octave below the offending pitch). Return to normal 
hearing starts in the octave of the injuring sound, then the apex zone re- 
covers, followed by the base. Displacement of the pitch toward higher values 
in Méniére’s disease is also explained by greater resistance of the apex to 
sound propagation, as compared with the base. 38 references. 58 figures. 
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Cerebrospinal Meningitis and the Acoustic Function. 8. Johnsen, Bleg- 
dam Hospital, Copenhagen, Denmark. Acta oto-laryng. 36:169-77, Mar.- 
Apr. 1948. 

In a group of 33 patients 23 were treated with sulfonamide and only 
1 of these suffered partial loss of hearing. Among the remaining 10 cases 
5 showed no impairment attributable to illness. One patient treated with 
Alfasol developed temporary deafness, possibly caused by the drug. His 
hearing returned to normal spontaneously following recovery but later on 
impairment was noted again in the high frequency range (4,000 to 8,000 
Hz.). An audiogram taken two years after recovery showed a dip to 40 
db. (whisper) which was interpreted as an after-effect of meningitis. In 
another case loss of hearing was due to adenoids; the patient improved 
gradually after recovery. One case had poor hearing as a result of. menin- 
gitis in infancy, but his speech was normal. The other 2 patients, who had 
also suffered from this disease at an early age (under 2), developed a near- 
ly complete bilateral loss of hearing and became deafmute, as a consequence. 
It follows that the incidence of hearing losses in meningitis is far lower 
than has been believed. The conserving effect of sulfonamides cannot be 
definitely proved, because of the small number of patients subjected to 
this therapy. The serious effect of the meningococcus toxin on the laby- 
rinth and the n. acuSticus bears no relation to the degree of cerebral patho- 
logy. 


2. External Ear 


Reconstruction of the External Ear. //erbert Conway, Charles G. Neu- 
mann, Jerome Gelb, Leo L. Leveridge and Julius M. Joseph, New York, 
N.Y. Ann. Surg. 128:226-39, August 1948. 

This represents one of the most difficult problems in plastic surgery. 
An abnormal ear is conspicious and an absent one is a major cephalic de- 
formity. Criteria for successful reconstruction have been set down by Suraci 
who lists seven points as essentials if the reconstruction is to be acceptable 
to patient and to surgeon. These are: correct size, similarity of outlines, 
similarity of height, correct cephalo-auricular angle, permanency of size 
and shape, rigidity of the ear and matching color. The earliest attempts at 
reconstruction of the ear fell far short of this goal. Experience in the hand- 
ling of fresh costal cartilage has led to observations which have contributed 
to success in obtaining a suitable restoration of the external ear. A common 
objection to the use of straight grafts of cartilage in reconstructive surgery 
is that, after transplantation, the graft may undergo distortion of shape, 
curling. The technic of cutting grafts from costal cartilage by gouge and 
by scalpel is demonstrated by artists’ sketches. The use of a gouge causes 
compression of medullary and cortical cells of the costal cartilage in such 
a way that, even after carving, the graft tends to warp or curl. The use 
of two scaipels prevents abnormal compression of cells and minimizes this 
tendency. Ten cases are reported in which partial or complete reconstruction 
of the external ear has been carried out. Reconstructions have been effected 
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by the use of buried free grafts of cartilage, their elevation from the head 
and their backing by free grafts of skin at a second operation. A small tubed 
pedicle has been used to effect the appearance of the helix in some cases. 
Technical details in the cutting and carving of costal cartilages have been 
set down. The opinion is advanced that reconstruction of the external 
ear, acceptable to patient and surgeon, can be effected if attention is given 
to these details. 29 references. 12 figures.—-Author’s abstract. 


Improvement in the Social Adequacy of Hearing Following the Fenes- 
tration Operation. S. R. Silverman, Ph.D., W. R. Thurlow, Ph.D., T.E. 
Walsh and H. Davis, St. Louis, Mo. Laryngoscope 58:607-31, July 1948. 

A questionnaire was submitted to 161 patients on whom the fenestra- 
tion operation had been performed prior to October 1946 and whose hear- 
ing had been studied by audiometry and by speech tests (most of them 
phonographically recorded) preoperatively and a few months postoperative- 
ly. In the questionnaire the patients indicated their degree of difficulty in 
hearing in a variety of social situations. From the hearing tests we calculated 
each patient’s hearing loss for speech in decibels and also his Social Adequa- 
cy Index (SAI). This index is the average percentage of monosyllabic 
words (arranged in phonetically balanced lists) that are correctly under- 
stood under standard conditions of faint, conversational and loud speech. 
Comparisons of patients’ self ratings before and after the fenestration 
operation showed that for equal objective hearing losses in patients believed 
their hearing to be better postoperatively than preoperatively. Part of this 
psychologic improvement probably depends on the contrast between a 
patient’s partly restored hearing after operation and his more severe hear- 
ing loss before operation. A threshold zone of hearing extends from a 
hearing loss for speech of about 30 db. (SAI = 67), at which patients begin 
to have significant social difficulty, to a loss for speech of about 60 db. 
(SAI = 10 or less). At the latter level, called the limit of compensation talkers 
cannot or will not speak loudly enough to enable the hard of hearing to 
understand. The middle of the threshold zone about 45 db. of loss for 
speech (SAI = 33), is taken as the threshold of social adequacy of hearing. 
Throughout the threshold zone our patients reported that before operation 
they understood with something between slight and considerable difficulty 
on the average. If a patient’s hearing was within the threshold zone both 
before and after the operation he usually believed the operation to have 
been beneficial if he gained even as little as 5 db. hearing for speech (or 
10 points an the SAI). Practical success of the fenestration operation from 
the patient’s point of view we define as improvement of his hearing (measured 
binaurally, by speech tests) from below to a level above the threshold 
of social adequacy. By this criterion, in the present series +1 per cent of the 
29 cases on whom the operation was performed without the cartilage stopple 
were at least temporarily successful. Statistics are presented of several other 
relationships between preoperative tests of hearing, actual improvment of 
hearing and the subjective improvement reported in the questionnaires. No 
other significant relationships were found; this was due, in part at least, 
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to: (1) small actual gains made in cases in which the stopple was used; 
(2) psychologic factors that influence self rating both before and after 
operation. 5 references. 10 tables. 8 figures.—A uthor’s abstract. 


Osteomata of the External Auditory Meatus. A Case Report. 4. Belal, 
Cairo, Egypt. J. Laryng. & Otol. 62:702-703, November 1948. 

A case of osteoma of the external auditory meatus in a 30 year old 
male is presented. The chief complaint was right-sided deafness which had 
gradually increased over ten years and was accompanied by scanty dis- 
charge. The patient became conscious of a mass in his right ear. There was 
no pain, headache or tinnitus. The mass practically filled the external mea- 
tus and looked like an aural polyp. It was painless on touch and the tem- 
poromandibular joint was free. Hearing tests showed complete absence of 
air conduction but bone conduction was unaffected. The diagnosis of osteo- 
ma was confirmed roentgenographically. Under general anesthesia and 
through the usual postauricular mastoid incision, the mass was completely 
exposed after chipping off the postmeatal wall and the adjacent mastoid 
cortex. The mass was attached by a broad base to the anterosuperior corner 
of the bony external auditory meatus. There was a central perforation of 
the drum membrane. The wound was closed leaving a small drain at 
its lower end. The raw surface in the meatal wall was covered by gauze 
saturated with penicillin-sulfadiazine emulsion. The discharge stopped after 
two weeks and the perforation healed in about a month. Hearing was with- 
in normal limits six weeks postoperatively. Histologically the mass revealed 
a bony tumor of ivory nature. 4 figures. 


Clinical Diagnosis and Histologic Findings in Tumors in the External 
Auditory Canal ( Diagnosi clinica a reperto istologica nelle alterazioni pro- 
duttive del condotto uditivo esterna). Giovanni Nai, University of Milan, 
Milan, Italy. Arch. ital. di otol. 59:170-84, Fasc. 4, 1948. 

Two of the 7 cases here reported were ordinary warty excrescences, 1 
apparently implanted from warts on the right hand and the other develop- 
ing as a primary process. A dry eczema of the canal accompanied these 
growths and may be of diagnostic significance. Another apparent implanta- 
tion was the tuberculous granulation, since roentgen examination failed to 
demonstrate tuberculous lesions elsewhere. In another patient a rice-grain 
sized verrucous-like growth proved on subsequent histologic examination 
to be a nonpigmented nevus; these cases demonstrate the necessity of histo- 
logic examination of all masses, since the nevus is capable of malignant de- 
generation and needs more thorough removal and longer follow-up. 30 
references. 6 figures. 


3. Internal Ear 


Indications for and End Results of Fenestration Surgery. Arthur L. 
Juers and G. E. Shambaugh, Jr., Northwestern University Medical School, 
Chicago, Ill. Ann. Otol., Rhin. & Laryng. 57:397-411, June 1948. 

Cases of clinical otosclerosis are classified as to suitability for fenestra- 
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tion surgery as follows: (1) class A:—good cochlear function as evidenced 
by bone conduction acuity above the 30 db. level for all speech frequencies 
and a negative Rinne on fork tests with the 256, 512 and 1024 tuning forks; 
(2) class B:—show some nerve degeneration because one bone conduction 
level is below 30 db.—usually the 2048 frequency. The 1024 Rinne may 
not be as definitely negative or possibly equal. The 2048 Schwabach shows 
some shortening; (3) class C:—show considerable evidence of nerve change 
with usually two bone conduction levels below 30 db. The air conduction 
curve also shows greater loss for the high tones. 

The levels of hearing as determined by speech frequency average 
are tabulated for two groups of cases. In group I are the last 300 consecu- 
tive cases which have been followed for two years. In group II are the last 
300 consecutive cases followed one year. Very little change in acuity was 
noted in comparing one year and two year levels in group I. It was ob- 
served that patients obtaining a level of 32 or 33 usually felt that they 
had obtained a result equal to what a hearing aid provided before surgery. 
This was particularly true for those who before operation had a loss of 60 
to 65 db. Of class A cases in group II, 72.4 per cent maintained a 30 db. or 
better level at the one year period. In 226 cases of group I that attained 
a 35 db. or better level, a drop in hearing to or within 10 db. of the preopera- 
tive level occurred due to closure in 1.4 per cent. 5 references. 3 figures. 
—Author’s abstract. 


Report of Four Hundred and Twenty-Five Fenestration Operations 
for Clinical Otosclerosis. J. Morrisett Smith, New York, N. Y. South. M.J. . 
41:198-208, March 1948. 

This is the third report on the author’s experience with the fenestra- 
tion operation for the relief of deafness. A total of 425 operations has been 
done in seven and a half years. The ideal time for the fenestration opera- 
tion is when the deafness is a pure conduction type without any loss of 
nerve function. In each case for which the operation is considered a thorough 
test of hearing with both air and bone conduction is essential. The indica- 
tions for operation are a drop in air conduction below the 25 db. level in 
the three important speech frequencies and the bone conduction is above 
the 25 db. level for the same frequencies. The drum membrane should be 
intact and there should be no infection in the middle ear or mastoid. The 
operation may be done if there has been a previous middle ear infection 
provided the infection has entirely subsided and the ear drum has healed. 
In cases in which operation is done on these indications, the chances of re- 
storing practical hearing are good. When there is some loss of nerve func- 
tion but the nerve is not seriously damaged, the operation may be done to 
maintain the hearing and prevent further progress of the disease. It should 
be explained to the patient, in such cases, that the result will not be as good 
as in cases without any loss of nerve function. Where there is advanced 
nerve deafness, the operation is not indicated. The endaural route is em- 
ployed; excessive flushing of the cavity is avoided; before the fistula is 
made, bone chips are removed with cotton tip applications as far as possible, 
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the smaller chips by gentle irrigation and suction; during the construction 
of the fistula, bone dust is also removed by gentle irrigation and suction. 
The fistula is established with the least possible trauma to surrounding bone 
and the cellular structures in the region of the fistula. A cartilage stopple 
is not employed. In the 425 cases in the author’s series, there have been 
no deaths, no facial paralysis and no serious intracranial complications. Diz- 
ziness, nausea and vomiting occur after the operation but are usually transi- 
tory; some patients have been allowed to get out of bed on the third or 
fourth day without ill effects. The youngest patient in this series was a 
girl 9 years of age; there was an excellent improvement in hearing that has 
been maintained for almost four years. The oldest patient was a women, 67 
years of age, in excellent physical condition; satisfactory improvement in 
hearing resulted and has been maintained for about two years. As a rule, 
operation is not recommended for patients over 62 or 63 years of age, and 
in the older age group, a very careful physical examination should be made 
preoperatively. Nine cases are reported. 2 references. 9 figures. 


Histologic Studies on Secretion and Resorption of Endolymph in the 
Inner Ear ( Histologische Untersuchungen tiber die Secretion and Resorp- 
tion der Endolymphe im Innerohr). A Saxén, University of Helsinki, Hel- 
sinki, Finland. Bull. schweiz. Akad. d. med. Wissensch. 3:250-61, No 4/5, 
April 1948. 

Using a special celloidin-paraffin technic, the author produced thin 
sections of the labyrinth (4 to 6 microns) and demonstrated formerly un- 
known secretory and resorbing mechanisms dealing primarily with the en- 
dolymph. While the greatest quantity of endolymph comes from the peri- 
lymph and the cerebrospinal fluid, a certain portion of it was showed to 
be secreted directly by the epithelial cells in the auditory and static organs 
of the inner ear. The cochlear duct and the sacculus, the ampulla and the 
utriculus were found to be the sites of both the secretory and the resorbing 
activity. The secretory cells of the duct lie in the stria vascularis and sur- 
round the blood vessels. Those of the ampulla (in the semilunarcanal) lie 
in each crista acustica. The latter cells lie in the planum semilunatum. In 
the maculae utriculi and sacculi the secretory epithelium is located on the 
periphery. In all these different locations the epithelial layer extends deep 
into the connective tissue and comes very close to the blood-vessel wall. In 
each secretory cell a Golgi mechanism was demonstrated (silver impregna- 
tion). While no test was devised to prove presence of a droplet within the 
cell, its formation at the base of the cell was inferred from the fact that 
the Golgi structures reside there during the active period. Another indica- 
tion was that the plasma of each cell reaches right into a capillary of the 
connective tissue by means of extended processes. The excretion of droplets 
goes through the same Golgi apparatus. This follows from the up- 
ward movement of the latter toward the cell membrane, which occurs during 
the inactive period. The Golgi apparatus and the droplet bypass the nu- 
cleus and come close to the membrane. Then the droplet rises further, reach- 
ing the membrane level, and finally escapes into the endolymph, due to 
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the semipermeability of the membrane. Resorption of the endolymph takes 
place in the sulcus spiralis externus and in the ductus and sacculus endo- 
lymphatica. In the latter two organs only the inner portions contain the tall 
cylindric epithelium capable of phagocytosis, while the peripheral portions 
are lined with nonactive cuboidal epithelium. In the resorption sites the 
cylindric cells are also provided with processes and the epithelium consists 
of several rows of these. In the inner portion of the saccus it forms bays 
and pockets which extend into the lumen. In the latter, as well as in the 
lumen of the ductus cochlearis, debris clutters up the opening and, in patho- 
logic cases, may obliterate it to varying extents. While the actual resorption 
mechanism could not be demonstrated by the method used, it was clear that 
it is the same both in the sulcus and in the endolymphatic duct, as well as 
in the saccus. Not only liquid but solid material as well was resorbed and 
removed into the circulation, as showed by numerous inclusions detected in 
the resorbing cells, among these some cell nuclei. The protoplasm of the 
cylindric resorbing epithelium reached into the lymphatic slits and the capil- 
- laries, by which route the debris were discharged from the resorbing cells 
as soon as phagocytosis had been completed. 6 references. 11 figures. 


A Note on the Articulations of the Auditory Ossicles and Related Struc- 
tures. D. V. Davies, Cambridge, England. J. Laryng. & Otol. 62:533-36, 
August 1948. 


Results obtained by sectioning the middle ears of 4 young human adults 


staining them with orecin and searching for elastic tissue are described. 
Broadly speaking, Rudinger’s description of details of the joint between 
the steps and fenestra ovalis were verified. The cartilage lining the peri- 
pheral margin of the footplate of the stapes and margin of the fenestra 
ovalis was found to be elastic fibrocartilage instead of hyaline cartilage. The 
joint between the incus and stapes has a capsule composed chiefly of elastic 
fibers and underlaid by a definite synovial membrane. More than a third 
of the tendon of the stapedius muscle was found to be composed of elastic 


fibers which were also abundant about its periphery. The tendon of the. 


tensor tympani also contains many elastic fibers. These fibers make the pull 
of these muscles less sudden, part of the force generated by the muscle 
being used in extension of the tendon. The posterior ligament of the incus 
is chiefly white fibrous tissue but with a bundle of elastic fibers along its 
surface. The joint between the malleus and incus is diarthrodial with a 
marked synovial membrane and capsule chiefly composed of elastic tissue. 
Numerous elastic fibers are present in the mucous membrane of the middle 
ear, while the arteries of the middle ear contain an exceptionally large 
amount. Some such mechanism must exist about the joints to maintain their 
surfaces in apposition and correct displacements because no muscles cross 
any of them. Elastic tissue also dampens vibrations of the auditory ossicles 
better than white fibrous tissue. Small amounts of elastic tissue occur in 
many human tendons but large proportions are unusual. 12 references. 4 
figures. 
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Chorda Tympani Nerve Graft. A Preliminary Report of a New Tech- 
nic Used in Surgical Fenestration of the Labyrinth. Samuel Rosen, Mount 
Sinai Hospital, New York, N. Y. Arch. Otolaryng. 47:428-37, April 1948. 

In order to protect the membranous labyrinth from postoperative in- 
flammation, the author used the chorda tympani nerve as a pedicle graft 
to cover the newly created fenestra. The technic is as follows: The chorda 
tympani nerve is liberated from its attachment to the facial nerve and is 
placed over the fenestra to protect the membranous labyrinth and the peri- 
lymphatic space from the untoward effects of blood and inflammatory pro- 
ducts coming mostly from the overlying tympanomeatal flap. The chorda 
seems eminently suited to play the role of protective barrier to the delicate 
labyrinth since it withstands successfully all degrees of acute purulent otitis 
media to which it is exposed. Taste on the anterior two-thirds of the tongue 
is not affected in acute purulent otitis media. It is interesting to note that 
in its tympanic course the chorda tympani nerve is covered with mucous 
membrane. In every radical mastoidectomy the chorda tympani nerve is 
destroyed. During the course of the fenestration operation the chorda tym- 
pani is occasionally accidentally torn. In neither instance does the patient’ 
notice the loss of taste on the anterior two-thirds of the tongue. In discuss- 
ing all aspects of the operation with patients, I tell each one of the possibili- 
ty of some loss of taste. No patient, however, has reported such loss. A 
myringotomy knife is inserted between the chorda tympani nerve and the 
inner surface of the tympanic membrane. The blunt edge of the knife is 
swept upward beyond the point at which the chorda is attached to the neck 
of the malleus. In a similar manner the myringotomy knife is swept down- 
ward to the region where the chorda enters its bony canal. The chorda, 
covered by mucosa, is then grasped with a jeweler’s tweezers about 3 to 
5 mm. below the malleus. Traction upward with the tweezers is continued 
until the chorda is pulled out of its bony canal. The free length of the 
chorda is then placed safely in the tympanum until the fenestra nov-ovalis 
is completed. Then the chorda is placed over the middle of the length 
of the fenestra from above downward. In this position the chorda tympani 
lies on the delicate membranous labyrinth with only the very slightest peri- 
lymphatic space visible on each side of the nerve. As the chorda is being 
pulled out of its canal great care is necessary to avoid tearing it before its 
free end is long enough to reach and cover the fenestra. When the chorda 
has been completely evulsed from its attachment to the facial nerve it may. 
be long enough to be looped back up alongside and parallel to the descend- 
ing portion of the chorda. This double length of chorda tympani covers 
the fenestra completely. The tympanomeatal flap is then put in place. With- 
in two weeks postoperatively, all 8 patients thus consecutively operated had 
a decibel loss of 25 or less. Rapid hearing improvement took place until at 
the end of five weeks the hearing loss was 15 db. or less and has been main- 
tained for seven months, at the time of this report. Three patients have 
normal hearing. 5 references. 3 tables. 4+ figures.—1uthor’s abstract. 
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Otogenic Encephalitis (Sur les encéphalites otogénes). H. K. Kristen- 
sen, St. Joseph Hospital, Odense, Denmark. Acta oto-laryng. 36:151-59, 
Mar.-Apr. 1948. 

Of the 3 cases reported (otitis media) 2 were complicated by menin- 
gitis. All patients recovered (males, 9, 10 and 48). Mastoidectomy was per- 
formed in every case, followed by exploration of the dura and puncture 
in the temporal region, in view of cerebral symptoms. Pus was not found 
in any of the patients, hence the possibility of an abscess was excluded. In 
the older boy a piece of surface brain tissue was aspirated and examined 
microscopically. Endovascularitis was found (limited to smaller veins) and 
infiltration of the muscular layer of the wall diagnosed (partial degenera- 
tion). In the nerve tissue proliferation of the glia cells and widespread 
edema were seen. This provided a clue to the contralateral symptoms ob- 
served in all patients, namely, motor paralysis and convulsions. Two cases 
suffered also from persistent aphasia (lasting, in 1 patient, for some time 
after recovery). The main etiologic factor, otitis (acute in 1 case and chronic 
in the other 2), caused stasis in the temporal circulation. Only the surface 
veins were affected and there was no thrombosis, yet edema resulted as a 
secondary symptom. In all patients the motor functions were fully restored. 
The healing was spontaneous in the 9 and 48 year old patients. The 10 
year old was treated only with suboccipital punctures and Streptasol intro- 
duced by the same route. It is concluded that in all cases exhibiting cerebral 
symptoms (abnormal or extinct reflexes, aphasia, etc.) mastoidectomy must 
be supplemented by craniotomy with punctures in different directions, since 
encephalitis cannot be distinguished from an abscess on the basis of clinical 
symptoms alone. Absence of pus confirms a diagnosis of encephalitis. 16 
references. | figure. 


Medical Treatment of Méniére’s Syndrome. John J. Rainey, Troy 
Hospital, Troy, N. Y. New York State J. Med. 48:1833-35, Aug. 15, 1948. 

Rainey reports the results obtained by the intravenous use of histamine 
phosphate over a period of seven years in patients who are the victims of 
the symptom complex called Méniére’s syndrome. Since 1940, 121 patients 
were treated at the Troy Hospital. The results were excellent in about 83 
per cent of the cases. The condition was more frequent between the ages 
of 38 and 65. In patients who received immediate relief there was a return 
of symptoms in about 25 per cent of the cases. Many of these were given 
a second or third series of treatments. The author believes that there are 
substances other than histamine that may bring about a local disturbance of 
the inner ear. This may be an explanation for the failure of histamine in- 
travenous therapy in some patients who have severe and unmistakable sym- 
toms of the syndrome. Some writers wish to substitute the term labyrin- 
thine hydrops for Méniére’s syndrome. However, it is highly significant 
term, understood by all, and not easily confused with any other condition. 
The basis of the syndrome is unilateral or bilateral nerve deafness, 
accompanied by tinnitus and “objects spinning about the patient” or “the 
patient spinning about the objects,” the attacks being complicated by nausea 
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or vomiting. It would, therefore, seem best to hold fast to the time-honored 
and euphonic term, Méniére’s syndrome and not be led down the devious 
pathway of labyrinthine hydrops. The earlier a patient is treated by hista- 
mine intravenously, the more certain the cure. It is true that most patients 
get well with the passing of time but economic disaster faces the patient who 
is incapacitated for many months by attacks. Two case reports are given in 
detail. One a business executive of 50, the other a war veteran of 34. These 
2 patients suffered from major attacks. Movements of the head had little 
effect on the older patient; turning the head to the right brought on an 
attack in the younger man. The first patient had some warning of an attack 
and could save himself from falling, while an attack instantly felled the 
younger man. Good results in these 2 cases were due to early intravenous 
therapy. Documented reports of 3 patients are given who went elsewhere 
for nerve section following the recurrence of some of their symptoms. All 
3 suffered from bilateral nerve deafness. Following the operation 1 was 
free from vertigo for a year, while the other 2 showed no improvement. 
Subsequent to operation, all 3 in the operated ear were totally deaf. Another 
patient with bilateral nerve deafness had a nerve section twelve years ago, 
with a return of symptoms five and one-half and twelve years later. She 
was given sodium bromide over a-period of several weeks and became symp- 
tom free. After operation this patient also was totally deaf in the operated 
ear. It would appear from this experience that section of the eighth nerve 
is rarely, if ever, advisable. Benadryl, Pyribenzamine and similar drugs 
should be used cautiously, if at all, as they have the effect of confusing 
the issue. The salt-free regimen, plus ammonium chloride, has proved to 
be of no benefit in the author’s experience and with histamine used subcu- 
taneously can be considered only as a valuable placebo. Rainey in his con- 
clusion points out that intravenous therapy consumes at least one and one- 
half to two hours, the technic of which is given in an earlier paper. The 
treatment should be carried out in a hospital under careful supervision. If 
the diagnosis of Méniére’s syndrome is correct, histamine phosphate used 
intravenously is the best treatment up to the present time. 5 references. 
—Author’s abstract. 


4. Mastoid 


Mastoiditis in Infancy. S$. Pearlman, Adelaide Children’s Hospital, 
North Adeliade, South Australia. Clin. Rep. Adelaide Children’s Hosp. 1 
79-85, May 1948. 

An unusual controversial interest is attached to the study of otitis media 
and mastoiditis in infancy. The role of aural infection in the syndrome of 
vomiting, diarrhea and dehydration is deduced from the author’s experience 
of 500 cases over a ten year period. Since 1870 it has been suspected that 
some relationship existed but pediatricians have been at variance as to the 
importance attached to aural infection in the etiology of this syndrome. 
Mastoiditis in infants may have an insidious onset and be easily overlooked; 
exploratory mastoidectomy is often essential for diagnosis. The toxicity in 
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infants may be explained in many cases by the failure of discharge to find 
egress through a blocked aditus, resulting in an empyema of the mastoid 
cavity. Diagnosis has to be established as a rule from the general symptoms 
and signs, as the classic picture of mastoid disease is absent. There is usually 
an initial nasopharyngitis with a subsequent otitic suppuration either spon- 
taneous or induced. This suppuration should result in a subsidence of the 
general symptoms—should they persist mastoid involvement is suspected. 
In some cases with normal drum appearance and no history of aural in- 
fection, mastoid disease was found at operation. Operation is performed in 
infants under local anesthesia with some form of basal narcosis. The im- 
portance of removing all potentially infected bone as far back as the sinus 
plate and upwards to the dura, is stressed. Three types of pathologic changes 
are noted at operation: (1) preserfce of mucopus with little inflammatory 
reaction in the bone; (2) hemorrhagic type; (3) necrotic type, with pus 
often under tension. An analysis of 37 consecutive cases occurring at one 
period are analyzed, 4+ unoperated patients died. There were eight deaths 
in 33 operated cases (23.6 per cent). From the otologist’s viewpoint, the 
syndrome of vomiting, diarrhea and dehydration may be divided roughly 
into mild and severe types. The mild type responds well to surgery and 
may forestall the onset of the severe type. This severe fulminating type 
resists all forms of treatment and accounts for the great mortality. Mastoid- 
ectomy is a rational procedure in these cases since at autopsy, they almost 
invariably show mastoid infection. Sulfonamide compounds and penicillin 
undoubtedly have a beneficial effect in clearing the middle ear but is less 
marked once bony invasion has occurred. Since their use fulminating cases 
appear to be fewer. 10 references. 5 tables.—Author’s abstract. 


Operative Treatment of the Retroauricular Opening Remaining After 
Radical Operation of the Ear. A Réthi, St. Rochus Hospital, Budapest, 
Hungary. Plast. & Reconstruct. Surg. 3:371-73, May 1948. 

The procedure described has been used in 9 cases of large retroauricu- 
lar fistulae, uneventful primary healing having been obtained in all cases. 
Using local anesthesia the first incision is passed above the fistula, starting 
from the fold formed by the auricle and the cranium, in such a manner 
that a piece of intact skin, 2 mm. wide, is left around the entrance. Next 
the incision is passed around the opening as far down as the fold below the 
fistula, thereby circumscribing about three-fourths of the fistula. The sec- 
ond incision starts at the initial point of the first and passing on the skin 
of the auricle, describes an arc to the terminal point of the first incision. 
These incisions form a diplococcus, the two cocci being contiguous in the 
fold. The two incisions lie upon each other when the auricle is pressed back- 
ward and the skin islet on the posterior aspect of the auricle forms a lid-like 
cover for the fistula. After an oval incision, bordering the diplococcus shap- 
ed skin islet and made with the axis of the ellipsis coinciding with the fold, 
the skin parts lying between the diplococcus and the elliptic incision are re- 
moved, care being taken against damage to the narrow skin strip bordering 
the fistula. When the auricle is pushed backward, the fistula now obtains 
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its covering. Only the margins of the oval wound are sutured (no necessity 
for uniting the skin strip of the fistula with the covering skin) with the 
so-called Donati’s stitches which facilitate the union and prevent turning 
in of the wound margins. Essentially Donati’s suture is a mattress suture 
but is in a line perpendicular to the wound edge rather than parallel to it. 
5 references. 1 figure. 


Incidence of Otitis Media and Mastoiditis in Scarlet Fever. Max J. 
Fox and Veronica L. Minning, Marquette University School of Medicine 
and the South View Hospital, Milwaukee, Wis. Ann. Otol., Rhin. & Laryng. 
57:489-99, June 1948. 

A statistical analysis was made of the incidence of scarlet fever and 
the incidence of otitis media and mastoiditis complicating scarlet fever by 
years and by age in 18,659 cases of scarlet fever, covering a twenty-three 
year period from 1923 to 1945, inclusive; 9.38 per cent of the patients 
developed otitis media and of these 8.05 per cent developed mastoiditis. 
During the period 1940 to 1945 there has been no appreciable decrease in 
the percentage of patients with scarlet fever in whom media otitis develop- 
ed but the incidence of mastoiditis in these cases showed a definite decrease. 
This decrease in the incidence of mastoiditis is attributed to the use of sulfon- 
amides and penicillin, which were used whenever there was evidence of 
a bacteriologic septic complication, such as pronounced tonsillitis or pharyn- 
gitis, otitis media, purulent sinusitis or bronchopneumonia; 30.66 per cent 
of the patients received chemotherapy from 1940 to 1945, inclusive. The 
incidence of scarlet fever was greatest in the age group 5 to 9 years, in- 
clusive and over 80 per cent of the cases of scarlet fever were found in 
children under 15 years of age. The incidence of otitis media was much 
greater in the age group under 5 years; otitis media developed in 17.42 
per cent of these patients. This is to be expected since the anatomy of the 
auditory tube in infants particularly lends itself to the spread of infection 
from the nasopharynx. There was a slightly higher incidence of mastoiditis 
in the 10 to 14 year age group; 10.8 per cent of these patients in whom 
media otitis developed also had mastoiditis, while the overall percentage was 
8.05 of patients with otitis media in whom mastoiditis developed. 5 refer- 
ences. 8 figures.— A uthor’- abstract. 


The Radical Mastoid Operation. A Pre-and Post-Operative Audiomet- 
ric Statistical Survey of Hearing Loss in Chronic Otorrhea. N. Asherson, 
London, England. J. Laryng. & Otol. 62:568-602, September 1948. 

A quite accurate opinion based upon otoscopy alone can now be given 
of the hearing loss in decibels in cases of chronic otorrhea, with questioning 
or testing the patient or knowing his past history. This includes dry and 
healed or still discharging cavities after radical mastoid operations, cases 
of chronic suppurative otorrhea with granulations and/or cholesteatoma and 
cases of chronic otorrhea with healed or discharging permanent central per- 
forations of the tympanic membrane. Results of such examinations in 411 
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patients having a history of chronic otorrhea from the middle ear or a per- 
sistent discharge are presented. Hearing tests were made with the acumeter, 
the whispered and conversational voice and the audiograph for air conduc- 
tion. Statistical tabulations indicate the high incidence of chronic otorrhea 
in the general population, its serious toll on hearing and the persistently 
poor results notwithstanding the radical mastoid operation. These statistics 
confirm the fact that the radical mastoid operation is performed too late, 
the hearing loss already having become severe. Every patient with acute 
otitis media should be operated upon and given active treatment until the 
ear is dry, the tympanic membrane intact and normal hearing restored, in 
order to avoid the radical mastoid operation and conserve hearing. 7 tables. 
4 figures. 


Radiology of the Temporal Bone. Some Anatomical Aspects. J. F. O. 
Mitchell, Edinburgh, Scotland and Roy Astley, Birmingham, England. 
J. Laryng. & Otol. 62:564-67, September 1948. 

Accurate understanding and interpretation of roentgenograms of the 
temporal bone are necessary for proper determination of the finer diagnos- 
tic points and consequent surgery. A set of standard views of the mastoid 
was made with the principal features outlined by markers to provide a good 
background of radiologic anatomy and a normal standard for comparison 
with films of pathologic conditions. Only one disarticulated specimen was 
used so that the full range of variation from the normal is not included. 
The specimen was held in position by dental plastic molds and lateral obli- 
que, Stenver’s Towne’s and submentovertical views were made, the latter 
being the standard. The lateral oblique view showed marked deviation of 
the middle ear tract from the horizontal and the high positions of the eusta- 
chian opening and aditus relative to the middle ear. In practice, Stenver’s 
view is routinely used instead of other variations of the P.A. oblique, the 
mastoid tip and petrous bone with details of the middle and inner ear being 
clearly showed in the same picture. The antrum looks higher than usually 
imagined and the proximity of the lateral semicircular canal to the aditus 
is well pictured in Stenver’s view. The medial extremity of the internal 
meatus is not on the skyline so that pathologic enlargement may not appear 
as early as might be expected. Towne’s view gives a good general plan of 
the entire ear, so that both sides may be compared in the same picture. The 
position of the middle ear is indicated by the medial end of the external 
meatus. The submento-vertical view compares both sides in the same picture. 
The external auditory meatus may be easily seen without a marker. The 
cochlear coils are prominent. These four views provide a useful guide in 
radiodiagnosis and show the relations of these features in all planes. It 
was necessary to remove about the same amount of bone as approximately 
equivalent to common pathology. Defects could not be seen in spite of the 
marked detail of the radiograms compared with living people. 
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5. Middle Ear 


Problems of Diagnosis in Obstruction of the Eustachian Tube. 
Frederick T. Hill, Thayer Hospital, Waterville, Me. Ann. Otol., Rhin. & 
Laryng. 57:343-51, June 1948. 

Symptoms due to tubal obstruction are fairly common complaints 
among patients seeking otologic consultation. The commonest causes are in- 
fections of the upper respiratory tract and lymphoid hyperplasia in the naso- 
pharynx. The diagnosis of tissue, as well as of aerotitis, is usually obvious. 
Allergy, endocrine conditions and dental malocclusion may be factors in 
producing tubal obstruction. Many times the underlying cause may be found 
in the nasopharynx. Residual adenoid tissue, hypertrophic lateral bands, cysts, 
hypertrophic posterior-tips of inferior turbinates, or neoplasms may cause ob- 
struction. Nasopharyngeal tumors may be overshadowed by more common 
conditions or be unrecognized until the development of cervical adenopathy. 
Too much reliance should not be placed upon one or two negative biopsies 
when the clinical picture is consistent with neoplastic disease. Obstruction 
of the eustachian tube, whether acute or chronic, should not be considered 
as a clinical entity. It may result from any deviation from the normal capable 
of altering the physiologic action of the tube. Treatment, other than pallia- 
tion, should be directed towards the underlying cause. Careful study of the 
nasopharynx is always indicated but often neglected. Cervical adenopathy 
has great significance. 8 references. + figures.—Author’s abstract. 


Metastatic Brain Abscesses and Encephalitis of Otitic Origin. P. B. 
Gerlings, University of Amsterdam, Amsterdam, Holland. J. Laryng. & 
Otol. 62:525-32, August 1948. 

Metastatic brain abscesses occasionally occur in the course of inflam- 
matory ear disease, usually as a complication of lateral sinus phlebitis follow- 
ing an acute or chronic otitis media. They show no predilection for any 
special location. Five cases developed in a series of 139 cases of sepsis after 
otogenic sinus thrombosis. The symptoms are similar to those of brain ab- 
scess in general. The differential diagnosis may be difficult when there is 
no clinical otogenic pyemia, especially when there are no crossed focal symp- 
toms. Ventriculography or cerebral exploration may be necessary. The same 
symptoms may be given by otogenic encephalitis, diffuse cerebral circula- 
tory disorders and otogenic meningoencephalitis collateralis. Focal symp- 
toms are thought to possibly be caused by otogenic meningitis which may 
occur simultaneously with lateral sinus phlebitis. Amnesic aphasia has been 
showed to not necessarily result from suppuration in the temporal lobe. 
Symptoms of leptomeningitis are largely dependent upon localization of 
the inflammatory process which sometimes also causes a contralateral locali- 
zation. These cases have a bad prognosis, no case reported having recovered. 
Better future results are hoped for with improved neurologic diagnosis and 
neurosurgery, plus use of the newer antibiotics and chemotherapy. Case his- 
tories of 3 illustrative cases are presented. 24 references. 4 figures. 
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RHINOLOGY 
1. General 


The Incidence and Significance of Molds in Allergic Respiratory Symp- 
toms. William Sawyer Eisenstadt, Minneapolis, Minn. Journal-Lancet 68: 
217-21, June 1948. 

Airborne spores of fungi are relatively low in winter and relatively 
abundant in the summer in the northern half of the United States. The 
dominant molds are Alternaria, Hormodendron, Helminthosporium, As- 
pergillus, Penicillium, Fusarium, Phoma, Spondylocladium, Mucorales, My- 
cogene and Pullularia. There is no seasonal tendency for Aspergillus and 
Penicillium. Alternaria and Hormodendron constitute 61 to 72 per cent of 
the total mold spore crop, with Alternaria comprising 30 to 35 per cent, 
and Hormodendron 26 to 42 per cent. The spores of these two groups occur 
chiefly from May through November. Patients with allergic respiratory 
symptoms (380 cases) were tested with mold extracts. All tests were done 
intradermally with a 1:1,000 dilution. Positive reactions occurred in 129 
cases. Molds were clinically significant in 111 cases. Molds were the pri- 
mary cause of respiratory allergy in 42 cases. Alternaria and Hormodendron 
were of greatest importance, both as to abundance of spores and frequency 
of skin reaction. Other molds found to be of clinical significance include: 
Helminthosporium, Phoma, Mucor, Penicillium, Aspergillus fumigatus, 
and A. niger. The age of patients who showed mold sensitivity ranged from 
2 to 64 years; 116 patients were in the | to 40 year age group, and 78 were 
11 to 30 years old. Mold extracts should be included in the routine testing 
of patients with allergic respiratory symptoms. 17 references. 6 tables. 1 
figure. 


Involvement of the Rhinopharyngeal Lymph Nodes in Inflammatory 
Diseases of the Pyramidal Point. (Die Mitbeteilung der rhino-pharyngea- 
len Lymphknoten bei entziindlichen Erkrankungen der Pyramidenspitze). 
R. Podesta, Children’s Hospital, Buenos Aires, Argentina. Acta oto-laryng. 
36:93-109, Mar.-Apr. 1948. 

A case of otogenic meningitis following otitis media, in a boy of 5, 
ended fatally, due to incomplete drainage after surgical intervention. Roent- 
genography alone did not reveal the full extension of the abscess and the 
involvement of the nasopharyngeal lymph nodes caused by osteomyelitis 
of the pyramidal point was overlooked. Only serial sectioning of the tempo- 
ral bone, starting at the petrous part and ending at the surface, enabled the 
author to locate the root of infection. Attico-mastoidectomy disclosed wide- 
spread, though slight, pneumatization of the cells. The latter contain- 
ed granulation tissue but no pus. The dura was normal, except for dilation 
of the blood vessels. The lateral sinus likewise appeared normal and in the 
pyramidal point no infection was found. However, the granulation in the 
attic had already hardened and was removed by curettage. The resection 
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did- not extend to the pyramidal bone, in view of the absence of clinical 
symptoms suggesting an involvement of the pyramid. Only microscopic ex- 
amination revealed an abscess involving the marrow of this bone. It was 
of secondary nature, while the primary abscess was discovered in the pet- 
rous bone. By examining the tract of inflammation it was showed that the 
porus acusticus internus was affected by empyema extending from the 
large air space adjacent to the upper and medial edges of the porus to the 
lumen of the inner ductus acusticus (resorption of a part of the wall se- 
parating the two organs.) From this site the infection must have spread to 
the hemisphere; this is the only place where direct contact is to be found 
between the petrous bone and the meninges. The abscess then followed two 
routes: (1) it spread toward the inferior petrosal sinus causing thrombosis 
of the latter; (2) it went toward the pyramidal point where it caused osteo- 
myelitis of the bone marrow. From the latter point the inflammation went 
downward and sideways in the direction of the nasopharynx. As a result, 
the lateral wall of the latter as well as the pharynx itself became infected. 
The infection traveled along this route, depositing bacteria in the lymph 
nodes which lie in the vicinity of the internal carotid artery, around its upper 
cervical part. This group of lymph nodes occupies the lateral nasopharyn- 
geal region. They extended from the base of the skull forward and lie 
medially to the above artery. The germs propagated lymphogenically from 
the pyramidal bone to the base of the skull, causing lyrnphoadenitis of the 
whole region. This leads to the conclusion that in definitely established oto- 
genic meningitis not affecting the labyrinth, a radical operation must be 


performed. If extensive exposition of the dura in the posterior and medial 
parts of the cranial cavity did not reveal any inflammatory tract toward 
the meninges, an abscess of the pyramidal bone should be suspected and 
the latter must be resected, in order to avoid a fatal outcome. 10 references. 
12 figures. 


Observations on the Development of the Secondary Conchae of the 
Middle Meatus in the Human Fetus (Osservazioni sullo sviluppo delle 
conche secondarie del meato medio nel feto umano). P. C. Monti, Univer- 
sity of Milan, Milan, Italy. Arch. ital. di otol. 59:153-69, Fasc. 4, 1948. 

This study is based on the examination of serial cross sections of the 
nasal capsule area in 3 embyros, one of 16.6 cm. (about 5 months’ develop- 
ment ), another of 20 cm. and the third of 21.7 cm. in length. The termino- 
logy used is that of Torrigani who considered the secondary conchae of the 
middle meatus to include the frontal conchae, the bulla ethmoidalis and 
the processus uncinatus. In the 5 months’ human embryo the secondary con- 
chae (conchae obtectae) are visible not only at the forward end of the 
lateral wall of the middle meatus but extend backward and downward along 
the descending portion of the hiatus semilunaris (infundibulum bullae) to 
the point where the uncinate process meets upper attached border of the 
middle turbinate. The uncinate process itself cannot be considered another 
secondary turbinate since it develops at a much earlier period (in embryos 
of 19 mm.) and seems to be homologous to the superior portion of the 
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inferior turbinate. The cartilage from which the uncinate process develops 
is derived through the proliferation of a cartilaginous plaque which splits 
off from the anterior region of the cartilaginous nasal capsule. The bulla 
ethmoidalis is not derived so much from the fusion of secondary conchae 
as it is from the failure of a part of the lateral cartilaginous wall of the 
middle meatus to take part in the formation of the excavation known as 
the frontal recess; in fact the author agrees with Torrigani that all the 
secondary conchae are probably the result of a resistance to the regressive 
excavational processes taking place about them and that the proliferative 
processes probably have little to do with their formation. The excavational 
processes leading finally to the formation of the ethmoid sinuses are cer- 
tainly not dependent upon evaginations of the surface epithelium, but seem 
to depend upon regressive changes in a connective tissue layer beneath the 
mucosal surface which is markedly edematous and highly vascular. This 
is the same process which the author has previously described in the peri- 
tympanic and periotic tissues of the fetus. The process of ossification in 
this region occurs irregularly as to place, time and rate of development of 
the osseous transformation. Predominantly the process is the classic carti- 
lage-bone type, with the anomaly that the process occurs from the surface 
towards the depths, without the development of central centers of ossifica- 
tion. At some points, nevertheless, the bone arises directly from the connec- 
tive tissue as is typically observed in some areas of the mandible. Particular- 
ly can this atypical process of osseous transformation be observed about the 
free borders of the secondary conchae. The mucosal glands are formed by 
down-growths of masses of the surface epithelial cells and, in the human 
embryo, these glands develop earlier in the mucosa of the maxillary sinuses 
than in -the nasal mucosa. 19 references. 1 table. 2 figures. 


References to Current Articles 


Societies’ Proceedings. Royal Society of Medicine—Section of Laryngology. 
Nov. 7, 1947. President: A. J. Wright. J. Laryng. & Otol. 62:540-46, 


August 1948. A paper on snoring was presented and a film of organic - 


laryngeal disorders was showed followed by the Bell telephone film 
of laryngeal movements. Snoring is a symptom of unbalanced breath- 
ing and results from a combination of pathologic and physiologic con- 
ditions all of which must be corrected to stop the snoring. 


2. Nasal Sinuses 


Nasal Desensitization in Allergy. Gerald Doyle, St. Vincent's Hospital, 
Melbourne, Australia. M. J. Australia 2:94-97, July 24, 1948. 

This article describes the use of the intranasal method of injecting vac- 
cines and extracts used for desensitization in allergy. The method is based 
on the production of a local immunization in the area treated as well as 
the normal immunity. The method was used for ten years and after the 
expiration of that period the following conclusions were made: (1) in pollen 
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hay fevers this method surpasses the results obtained by all other technics; 
(2) in allergic asthma, especially in patients giving moderate to good skin 
rhinitis and conditions grouped under this heading the method gives good 
end results. These patients are peculiarly resistant to other forms of treat- 
ment and it is in this group that intranasal desensitization has its most suc- 
cessful results. 

Technic:—Surface anesthesia is secured with cocaine in a vasoconstric- 
ting solution such as Neosynepherine or Privine, or a 10 per cent solution 
of Benadryl or Antistine in normal saline. Adrenaline is not used. The 
agent is injected into or under the mucosa by means of an angled, 25 gage, 
3 inch, short beveled hypodermic needle. Pressure cannot be used to make 
the injection in the same way as an intradermal injection. Too much pres- 
sure will cause severe leaking. The whole of the mucosa is injected using 
right and left sides alternately. The injections generally begin on the sep- 
tum and finish on the middle turbinate. Reactions follow this type of treat- 
ment but can be avoided and controlled just as in intradermal desensitiza- 
tion. 

There are two types of reactions: allergic and protein shock. The 
grades of allergic reactions vary from a mild attack of hay fever to 
generalized urticaria and the production of asthma. The protein shock is 
similar to that following an intravenous injection of a bacterial vaccine but 
not as severe. Two severe types of reactions were noted in the series, the 
first was a severe urticarial reaction accompanied by gross edema of the face 
and a major asthmatic spasm. The second type was seen once within three 
minutes of the injection, which had been given previously with no effect. 
The patient complained of a burning feeling in the head and rapidly be- 
came unconscious but recovered. The reaction followed the injection but 
did not resemble an allergic response. Recovery followed and follow-up 
revealed complete freedom from hay fever. Ten years after there have 
been only 2 cases which gave reason for alarm. This compares more than 
favorably with the usual type of desensitization and intradermal injections. 
Certain types of patients with nasal polyps will react vigorously to the 
intranasal injection of Hapamine. These form a special class of patient. 
With experience, reactions are few. Patients who react violently to skin test- 
ing are always given a few intradermal injections before proceeding to the 
intranasal. The reactions can be controlled in the same way as with intrader- 
mal vaccine. The immunity developed by the nasal route of treatment 1s 
very much greater than that obtained by the intranasal. Patients with poly- 
posis treated by this method can have their polyps removed without any 
fear of initiating asthma. The method, although a little time consuming 
and requiring skill is safe, efficient and is preferred for the vast majority 
of patients.—A uthor’s abstract. 


Nasal Sinus Drainage. Further Bernoulli Experiments. Z. William 
Colson, Lawrence, Mass. Laryngoscope 58:642-51, July 1948. 

The author has attempted to place the Bernoulli Theorem in its proper 
place in nasal physiology. In brief, the Bernoulli principle is that a jet of 
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air in the nose, delivered through passages of varying cross sections would 
inevitably, in areas of lower cross section and hence higher velocity, cause 
suction to be established. When entrances to sinuses in the nose are at suf- 
ficiently constricted area points, suction must be caused in the sinuses. Three 
experiments showing the Bernoulli Theorem and its effects in conditions 
other than the conventional venturi tube are described and illustrated. They 
can be simply performed by anyone interested with very little equipment 
or skill being required. It is stressed that Bernoulli action does not supplant 
the cilia in sinus drainage but is dependent upon the cilia for the proper 
delivery of mucus to the sinus ostia; then the drainage action is facilitated 
and completed by Bernoulli action. The author considers practically any 
type of nose capable of producing Bernoulli action. Possible exceptions may 
be the nose which is so atrophic that its turbinates cannot produce even par- 
tial nasal obstruction. In the average nose, the erectile turbinates make the 
cross sections of the air space so variable that it is difficult to imagine any 
combination of nasal congestion which does not contribute to suction at 
some sinus ostium. Acceptance of the Bernoulli Theorem would change our 
concept of nasal physiology in that we would consider the cilia as initiating 
the movement of mucus and condensing it at the sinus ostia. Then, on 
forceful blowing of the nose, the Bernoulli principle with its suction draws 
the mucus into the air stream, thus facilitating drainage. In addition, it 
would keep one constantly on guard in both medical and surgical treatment 
against producing ever-ventilation of the nasal space since this would reduce 
the suction effect. 3 references. 3 figures —J. M. Barry. 


Sinusitis in Childrer.. Lawrence K. Gundrum, Los Angeles, Calif. Arch. 
Pediat. 65:293-301, June 1948. 

Many adults trace the origin of sinusitis to neglected nasal infection 
in childhood. Sinusitis is often overlooked in children; this was proved by 
Ebbe who found in autopsies in children 30.6 per cent had pus in one or 
more sinuses. All were undiagnosed before death. Maxillary and ethmoidal 
sinuses develop early. The former is of significance in all ages, the latter 
in middle childhood, the frontals after the age of 10. The sphenoid de- 
velops later and is of little importance in childhood. Sinusitis is probably 
the result of a relative disproportion between the body resistance and the 
virulence of the infective organism; it is often a cold that does not recover. 
The allergic mucosa is more prone to infection than the normal. Anatomic 
abnormalities are not as frequent a cause in children as in adults. Among 
the other etiologic factors are poor hygienic conditions, climatic changes, 
endocrine disorders and swimming, especially diving. Symptoms are similar 
to those in adults. Pain in the frontal region with edema and redness in the 
upper lids are more common in acute frontal sinusitis. Chronic frontal si- 
nusitis is less frequent in childhood. Symptoms of maxillary sinusitis are 
pain referred to the ear, orbit and over the eye. (Jn the Editor’s opinion 
the pain is found more frequently in regions of the cheek and upper teeth.) 
In the chronic stage the discharge is usually quite copious, often with a 
fetid odor. In ethmoiditis there may be an indefinite persistent headache 
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with a swollen lower lid. Diagnosis is based upon history, examination, cyto- 
logy of the nasal secretions and roentgenography. The differential diagno- 
sis between chronic sinusitis and allergy presents the greatest problem. Chil- 
dren usually respond more readily to local treatment than do adults. In 
the acute stage the usual supportive measures in conjunction with the anti- 
biotics are instituted. Penicillin by the aerosol method has been found of 
value. Nose drops are of some value but care must be used in their selection. 
The author has showed the destructive action of the highly alkaline medica- 
tions on the nasal mucosa of rabbits. Proetz displacement treatment has 
been found of value in children, using either a mild shrinking agent, penicil- 
lin or a bacterial antigen for the displacing fluid. Surgery is usually not 
necessary, except where complications are feared, then the external opera- 
tions are safer. 7 references.—<A uthor’s abstract. 


Sinusitis and Short-Wave Therapy. Wilkie Smith, Sydney, Australia. 
M. J. Australia 1:640-46, May 22, 1948. 

The symptom to be relived in sinus infection is pain. Shortwave ther- 
apy alone or in combination with chemotherapeutic agents is the best treat- 
ment. Ciliary moven,ent is stimulated, hyperemia produced, drainage pro- 
moted, scar tissue dispersed and cells regenerated by the thermal activity 
of shortwave therapy. Spaced electrodes are used, producing in between a 
condenser field, thus preventing direct passage of the current through the 
tissues. The patients who have had some form of surgical treatment, in- 
cluding irrigation following proof puncture, are not likely to respond so 
well to shortwave therapy. The following routine is used in the treatment 
of sinusitis: fats and cow’s milk are excluded from the diet because of a 
possible allergy; shortwave therapy is given every second day for a period 
of four to six weeks, in which time resolution will frequently take place; 
children as young as 3 years of age may be treated, a three weeks’ course 
usually sufficing for them. Should the condition not respond well, a further 
course of six weeks’ therapy may be given, electrodes of greater capacity 
being used. Roentgen examination is made at the end of six weeks in an 
effort to check the progress. If acute pain is present, shortwave treatment 
twice a day for two to three days may bring some relief. Surgical procedures 
such as tonsillectomy and adenoidectomy on children should never be per- 
formed until the nasal accessory sinuses have been investigated, since in- 
fections will frequently clear up with the application of shortwave therapy 
to the sinuses. If necessary, a septic tonsil may be placed in the condenser 
field and healing will take place without surgery. Since the advent of short- 
wave therapy, acute mastoid inflammation has not been encountered. Other 
forms of treatment which may be used to supplement shortwave therapy 
are the argyrol pack, nasal drops, pressure chamber, infra-red and ultraviolet 
rays, large doses of vitamins and the ral of sulfonamides and penicillin. 
Seven cases are presented in some detail. 2 figures. 
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Nasal Sinusitis. Evaluation of Sulfonamides and Penicillin in Its Treat- 
ment. A. R. Hollender, Miami Beach, Fla. Eye, Ear, Nose & Throat 
Monthly 27:414-19, September 1948. 

Convincing proof for the superiority of medicated solutions over iso- 
tonic solutions of sodium chloride, commonly employed for sinus lavage, 
is still Jacking. Penicillin and the sulfonamides, irrespective of the method 
of their administration, are in themselves insufficient to produce a cure in 
chronic sinusitis though they may prove to be valuable aids to other indicat- 
ed measures. Aeroso] therapy with antibiotics may prove hazardous, if em- 
ployed indiscriminately. The method is far from a panacea. It should not 
be applied in unselected cases and at infrequent intervals. Incorrect use of 
this procedure can lead only to unreliable results and to its unfair evaluation. 
The sulfonamides and penicillin have certain definite limitations which must 
be understood if we are to explain scientifically why these preparations often 
fail to produce successful end results in acute and chronic sinusitis. 19 re- 
ferences.—A uthor’s abstract. 


Nonsurgical Management of Ethmoiditis. O. £. Van Alyea, University 
of Illinois College of Medicine, Chicago, Ill. Laryngoscope 58:779-92, 
August 1948. 

Four examples illustrating incorrect beliefs concerning the ethmoid 
sinuses are discussed. The first concerns the relationship between the eth- 
moid and frontal sinuses. The ethmoid bullar cells are not involved in all 
cases of frontal sinusitis and their removal will not improve drainage of 
the frontal sinus. Approach to the frontal sinus is not via these cells; the 
frontal sinus usually drains into the frontal recess anteriorly to all the eth- 
moid cells and is unrelated to them. The second example is the relation- 
ship between anterior and posterior ethmoid cells. The ethmoid is common- 
ly regarded as a single group of cells and operations are performed for 
exenteration of the ethmoids on the assumption that all cells are diseased 
or should be removed. These two groups of cells are adjacent but complete- 
ly separated from each other by the ground lamella of the middle turbinate. 
Regarding the entire ethmoid as a single unit leads to the opening of unin- 
fected areas. The third item is the common belief that nasal polyps arise 
from ethmoid cells and that all cells must be removed to eliminate them. 
Polyps usually arise from the uncinate crest, the margins of the maxillary 
ostium, the infundibulum and the nasal surfaces of ethmoid cells. The mu- 
cous lining of the ethmoid cells may become edematous but does not pro- 
lapse into the nose as polyps. The fourth example is the treatment of eth- 
moiditis. Former ineffective conservative treatment led to surgery as the 
only effective treatment. However, the operation for removal of ethmoid 
cells has never been especially successful. Ineffective or only temporarily 
‘effective measures include nasal tamponage, shrinking nose drops, penicil- 
lin aerosol, shortwave diathermy, roentgenotherapy and other forms of 
local treatment. 

Correct diagnosis is essential. Transillumination is of slight value but 
anterior and posterior rhinoscopy, roentgenograms and diagnostic lavage are 
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all valuable, the latter being perhaps the best. An allergic survey is always 
important. Cases previously operated upon are difficult to treat and removal 
of accumulated secretions are about all that can be done. Treatment for 
cases not previously operated upon is directed toward the exact area infected. 
The middle meatus must be unlocked for effective therapy. An impinging 
middle turbinate usually impedes sinus drainage in infection of any of the 
anterior sinus groups. A high nasal septum deviation often prevents ade- 
quate infraction of the turbinate. Displacement therapy may be applied once 
or twice a week when this has been corrected and continued until no puru- 
lent material is blown out or withdrawn or until there is no further im- 
provement. Treatment of ethmoiditis with polypoid formation is based on 
allergy control, success depending upon elimination of irritating factors 
or desensitization. Obstructing polyps are removed and displacement therapy 
done, special attention being given other sinuses for possible reinfection. 
Most cases with recurrent multiple polyps are eventually treated surgically. 
4 references. 4 figures. 


Osteoma of the Frontal and Ethmoid Sinuses. H. Brunner and I. G. 
Spiesman, University of Illinois College of Medicine, Chicago, Ill. Ann. 
Otol., Rhin. & Laryng. 57:714-37, September 1948. 

In the frontal as well as in the ethmoid sinuses small osseous tumors 
occur which bulge into the sinus and are covered by the sinus mucosa. These 
tumors do not cause clinical symptoms and at least some of these tumors 
do not increase in size, certainly not in persons of 50 years of more. An 
osteoma should be surgically removed whenever it shows a tendency to ex- 
pand, regardless of ocular symptoms. Osteomas expand by increase of the 
size of the tumor and by the formation of mucoceles. The increase in the 
size is due to a metaplastic ossification of connective tissue and to a deposi- 
tion of new bone by the paranasal mucosa which serves as a periosteum. 
The mixed type of osteoma with a spongious core and a compact cortex, Is 
most frequent. There are no definite symptoms indicating whether an osteo- 
ma of the frontal sinus has extended to the dura. The association of an 
osteoma of the frontal sinus with an accumulation of air in the orbit or in 
the cranial cavity is not usual. If a pneumocephalus occurs it is not necessarily 
associated with rhinorrhea. All osteomas of the frontal sinus, regardless of 
whether they are associated with an intracranial complications or not, can 
be removed by an external frontal sinus operation. Osteomas of the parana- 
sal sinuses and osteitis deformans of the paranasal sinuses are similar in 
regard to several microscopic findings; yet there are fundamental differen- 
ces which sharply distinguish the two diseases. 22 references. 6 figures. 
—Author’s abstract. 
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3. Surgery 


Reconstruction of the Nasal Tip. A New Technic. Rodert C. Seeley, 
New York, N. Y. Plast. & Reconstruct. Surg. 3:594-602, September 1948. 
The approach is the same whether tip deformities are the result of 
bulbous-congenital, bulbous-traumatic, bulbous postoperative deformity or 
the result of contracture due to congenital deformity contracture, traumatic 
deformity contracture or postoperative deformity contracture. A marginal 
incision is made within each naris. Dissection is carried out extensively sub- 
mucously and subcutaneously. Skeletonization is carried out in the direction 
of the septum to completely visualize and skeletonize the septocartilaginous 
juncture of the upper cartilage. Skeletonization of the alar cartilages per- 
mits greater flexibility in the development and repositioning of the carti- 
lages and in the reshaping of deformed or distorted tips. It is possible to 
completely reposition the alar cartilages beneath the dome or maintain the 
structural support of a newly-modelled tip. Rotation of the alar cartilages 
cannot be accomplished by any other means than with the use of complete 
skeletonization. The angle between the medial and lateral crura of the lower 
or alar cartilage can be reduplicated as nature would make it by excising 
enough of the lateral crura to maintain the advanced or rotated lateral wing 
at the normal columellar crural height. Mobilization of the lower lateral 
cartilages and their rotation inward can be done to advance the nasal tip, 
give it prominence and at the same time narrow the nares. This procedure 
offers a distinct advantage over many procedures inasmuch as there is little 
sacrifice of cartilage and there is mobilization of the residual framework 
for support. In addition this procedure is applicable in all types of tip cor- 
rections and consists of: incision, skeletonization, mobilization, resection of 
sickle-shaped cartilage patterns and fixation by suture. 25 references. 3 fig- 
ures. 3 exhibits.—A uthor’s abstract. 


Right and Wrong in Rhinoplastic Operations. A. Réthi, St. Rochus- 


Hospital, Budapest, Hungary. Plast. & Reconstruct. Surg. 3:361-70, May 
1948. 


A correcting operation should not be done unless the plastic surgeon 
is certain that the nose is responsible for the disharmony of the face and 
that the intervention will restore harmony. A massive nose with a thick wall 
should not be shortened since the procedure may be followed by secondary 
thickening and shortening. When a patient with large eyes has a projecting 
dorsum nasi, straightening of the dorsum by implantation of autogenous 
cartilage (ivory) or by elevation of the apex of the nose is indicated. Abridg- 
ing the nose of a patient with an unattractive mouth or lips must not be 
done since it will only serve to accentuate these features. When the dorsum 
nasi is of normal height and the apex is projecting, lowering of the apex, 
rather than filling of the dorsum, is indicated and is done by excising an 
adequately broad transverse segment of the membranous septum. When 
the apex of the chin is deficient, a plastic restitution of the chin gives a 
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more satisfactory result than a procedure designed to abbreviate the nose. 
If the angle formed by the main profile line of the nose and the line con- 
necting the chin with the forehead greatly exceeds 30 degrees, the nose is 
too prominent and the level of the dorsum nasi should be lowered. Al- 
though ideal results cannot be achieved in cases previously treated by faulty 
operations, excellent results are nearly always possible in untouched cases 
(best results obtained by use of flaps taken from forehead ). If the reconstruc- 
tion can not be detected at first sight, the results may be regarded as good. 
Several cases in which distortions, following previous operations, required 
correction are presented, with before and after photographs. 26 figures. 


Potentialities and Limitations of Corrective Rhinoplasty. Leroy S. 
Safian, Hospital for Joint Diseases, New York, N. Y. New York State J. 
Med. 48:2160-64, Oct. 1, 1948. 

The author proposes eight prognostic criteria for a more discriminating 
selection of patients contemplating a cosmetic rhinoplasty, stressing both 
psychologic factors and structural limitations of the nose. The factors dis- 
cussed are: (1) Personality evaluation—detailed psychiatric history is im- 
practical but a few well chosen questions should enable the surgeon to elimi- 
nate individuals emotionally unsuited; (2) Physician-patient relationship— 
interview and examination should impart to the patient an understanding 
of the changes necessary and of the degree of improvement possible in 
the case of unusual anatomic abnormalities; surgery should be denied when 
a mutual understanding cannot be reached; (3) Type of nasal deformity— 
“hump” nose, barring complicating factors, lends itself more satisfactorily 
to plastic correction than do the true saddle nose or the type with a deficien- 
cy of the anterior nasal spine or superior maxillae; the latter require im- 
plants to restore contour, and these may undergo absorption, extrusion, etc; 
(4) Structural adaptability (the septum) a massive and wide bony bridge, 
a prominent glabella, and gross posttraumatic asymmetry cannot always be 
completely eliminated, routine submucous resection for minor deflections 
is not recommended; major obstruction may be corrected at a separate sitting 
or in conjunction with the plastic, radical septectomy is decried. Factors limit- 
ing esthetic refinement to the nasal tip are: cleft lip, severe angulations, re- 
tracted columella, extreme bulbousness, thick alae and nostril defects ac- 
companying cleft lip. Marked improvement may of course be obtained even 
in the absence of ideal anatomic structure. Even normal healing is not im- 
mune to irregularities; (5) Condition of the skin—poor local condition 
of the skin interferes with all types of nasal corrections, in intranasal rhino- 
plasty for the reduction in size of the nose the surgeon depends, since skin 
excisions are avoided, upon adequate postoperative skin shrinkage; large- 
pored, thick skin is particularly noncontractile and deep follicles when in- 
jured tend to form visible scar; (6) Mobility of the nose—patients in whom 
a nasal deformity is accentuated when they use their muscles of expression, 
will tend by such action to reduce the benefits of a plastic operation, the 
original deformity must be overcorrected at the time of surgery or at sub- 
sequent secondary procedures; (7) Age of the patient—older individuals, 
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who have lost the resiliency of their skin, present surgical limitations. Sur- 
gery prior to developmental maturity should be limited to patients with 
marked obstruction and deformity, and to those developing neurotic tenden- 
cies traceable to their nasal defect; (8) Previously operated cases—as a 
rule patients cooperate when occasional minor secondary corrections are 
necessary for the attainment of further cosmetic improvement. Surgically 
mutilated patients often prove discouraging since they seldom understand 
the hazards and limitations or reparative procedures. Patients who have a 
satisfactory postoperative result but who desire further surgery, are to be 
avoided, since they are evidencing a psychiatric disturbance. 6 references. 9 
figures.—A uthor’s abstract. 


LARYNGOLOGY 
1. Larynx 


Carcinoma of the Larynx. Louis H. Clerf, F. Johnson Putney and } 
John J. O’Keefe, Philadelphia, Pa. Laryngoscope 58:607-31, July 1948. ; 
Of a total of 633 cases of carcinoma of the larynx treated surgically, 
369 cases were operated upon five or more years ago, 264 additional cases 
were operated upon within the last five years. The primary operation was 
thyrotomy in 286 cases, laryngectomy in 343 cases and endolaryngeal sur- 
gery in 4 cases. Statistical breakdown shows that 39 cases (6.3 per cent) 
were women; 247 patients were 50 to 59 years of age; associated keratotic 
lesions have been observed in increasing incidence. Although irradiation and 
surgery can and have been successfully employed as means of treating cancer 
of the larynx, no attempt is made to evaluate the status of irradiation ther- 
apy; rather, it is observed that there has been a tendency towards more 
radical surgery as a primary operation, toward surgical treatment rather than 
irradiation in cases of metastasis to regional lymph nodes and surgical treat- 
ment with or without irradiation in advanced primary cases with metastasis. 
The criteria to be considered in selecting the surgical method of treatment 
are the location and extent of the growth, disturbances in the motility of 
a vocal cord or arytenoid, the grade of malignancy, the presence or absence 
of metastasis and, finally, the condition of the patient. Grading of the de- 
gree of malignancy is not considered as important as previously indicated. 
Thyrotomy is ideally employed in cases of carcinoma limited to a vocal 
cord without impairment of its motility. Of 193 patients treated by thyro- 
tomy that could be traced five or more years postoperatively, 117 are living 
and free from recurrences (73.5 per cent). Seven additional cases showing 
recurrences were surgically treated and have survived the five year period 
(a total of 124 cases or 77.9 per cent). There were 42 instances of recur- 
rence. Local recurrences in the larynx are due to incomplete removal at the 
primary operation and indicate that radical laryngectomy should have been 
the selected procedure. Management of such recurrences are best treated 
by secondary operation (laryngectomy alone or with block dissection) 
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if cervical metastases are evident. Irradiation in these cases has been a total 
failure. 

Laryngectomy is indicated as the primary operation in subglottic carci- 
noma, in carcinoma of the epiglottis showing invasion of the preepiglottic 
space and in lesions of the larynx that show evidence of extension as by 
fixation of the vocal cord or arytenoid and in lesions of the larynx associated 
with cervical metastases. In all cases showing evidence of metastasis to 
regional lymph nodes and even in cases of questionable local metastasis, a 
prophylactic block dissection of the neck should be part of the pri- 
mary operation. Of the group of 176 cases treated by laryngectomy that 
could be traced five or more years postoperatively, there were 81 living and 
free from recurrence (58.7 per cent). An additional 8 cases of metastases 
that have been treated surgically are alive and well five years postoperative- 
ly (total of 89 or 64.4 per cent). In this group there were 57 recurrences. 
Following laryngectomy forty-one instances of metastases to the regional 
lymph nodes occurred. Block dissection was carried out in 21 of these cases 
with ten deaths due to metastasis; 7 patients are alive for five or more 


-years and 4 alive for less than five years. Of the 20 remaining cases, irradia- 


tion was carried out in 16 with 15 fatalities and 1 living nine years. Me- 
tastasis to the regional cervical structures does not constitute a hopeless pro- 
blem but in doing a block dissection one must be radical. The dissection 
should include the sternomastoid muscle, the ribbon muscles and all of the 
other structures excepting the common carotid artery and the vagus nerve. 
Occasionally, the submaxillary gland is included in the resection. 11 refer- 
ences.—A uthor’s abstract. 

Discussion of 120 cases of Cancer of the Larynx Treated by Radio- 
therapy (Considerations sur 120 cas de cancer du larynx traités par la radio- 
thérapie). Ch. Henschel, University of Liege, Liege, Belgium. Acta oto- 
rhino-laryng. belg. 2:175-205, Fasc. 2, 1948. 

Only 4 of these patients were females; ages ranged from 25 to 84 
years of age; 79 were from 50 to 69 years of age. In 31 cases, the tumor 
arose from a vocal cord; in 9 cases from the subglottic region; in 6 cases, 
the tumor involved both a vocal cord and the subglottic region and it was 
not possible to determine its point of origin In 32 cases the ventricular 
band was involved (but the point of origin was definitely ventricular in 
only 1 case); in 2 cases the tumor arose from the base of the epiglottis; 
in 11 cases it arose from the aryepiglottic fold and in 6 from the arytenoid. 
The total roentgen dosage employed was 6,000 r (measured on the skin) ; 
two equal lateral fields were employed and a dosage of 200 r was given 
to a single field at each treatment; treatments were given three or 
four times a week, alternating the fields treated. The factors em- 
ployed were 200 kv.; 15 ma.; filter, Cu 2 mm.; distance, 80 cm. Results 
obtained in the various types of laryngeal cancer are tabulated and dis- 
cussed. From these results, the conclusion is drawn that radiotherapy is the 
treatment of choice in the early stage of cancer of the vocal cord; in cancer 
of the false cord, if histologically the tumor is more radiosensitive than 
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malignant; in cancer of the subglottic region, when histologically of low 
malignancy and in an early stage. Radiotherapy has much the same value 
as conservative surgery in noninfiltrative cancer of the vocal cord in a some- 
what more advanced stage. Radiotherapy is not indicated in extensive lesions 
of the vocal cords and subglottis; in highly differentiated lesions of the 
false cord; in ulcerative and infected cancer of all types; and in infiltrating 
and ulcerative growths of the vocal cords. It has a palliative value but is 
not curative in extrinsic cancer of the larynx (especially of the epiglottis) 
of any histologic type and in inoperable cases of relatively low malignancy 
and histologically radiosensitive. It may be of value as an adjunct to sur- 
gery in extensive growths, especially those of the false cord; and in the 
preoperative treatment of cancers of the false cord that are highly malignant 
and also highly radiosensitive. 79 references. 12 tables. 


Solitary Neurofibroma of the Larynx. Kenneth S. Oliver, Alfred E. 
Diab and Ceasar N. Abu-Jaudeh, American University Hospital, Beyrouth, 
Syria. Arch. Otolaryng. +7:177-79, February 1948. 

A case of solitary neurofibroma of the larynx in a 45 year old un- 
married woman is reported. The symptoms of the condition were like those 
of any slow-growing noncancerous tumor. The tumor encroached on the 
glottic chink producing mild obstruction. Excision of biopsy material was 
attempted using indirect mirror laryngoscopy but an adequate specimen 
could not be removed owing to the hard consistency of the tumor. Hence 
the patient was subjected to direct laryngoscopy under general anesthesia 
induced by insufflation of ether and the tumor, which was found to arise 
from the right areypiglottic fold, removed by the extratubal method. The 
tumor was rounded, smooth and encapsulated and measured about 2 cm. 
in diameter. It was not adherent to the surrounding tissues. The patient 
was decannulated ten days after removal of the tumor. Indirect laryngos- 
copy twenty-two months later revealed a normal right aryepiglottic fold, 
with normal motility of the right vocal cord and a normal laryngeal lumen. 
There were no signs of recurrence. Surgical excision is the treatment of 
choice. | figure. 


Extramedullary Plasmocytoma of the Larynx. G. E. Hodge and T. 
Wilson, Montreal, Que., Canada. Canad. M. A. J. 59:165-66, August 1948. 

Extramedullary plasmocytoma are rare but most common in the upper 
respiratory tract where they are classified as noncancerous single and multi- 
ple tumors, cancerous tumors without metastases but local infiltration or 
ulceration and cancerous tumors with metastases to lymph nodes or bone. 
Prognosis of these tumors is quite uncertain. They are all considered malig- 
nant at the Mayo Clinic and treated accordingly. A case of extramedullary 
plasmocytoma of the larynx is reported in a 53 year old man who had been 
hoarse for nine or ten years. He had an acute attack of dyspnea a year be- 
fore and occasional mild attacks for three months before admission. He 
sometimes felt as though there was a foreign body in his throat. There was 
neither dysphagia nor pain but a dry cough which occasionally brought up 
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a little dark sputum, There had been no weight loss. Physical examination 
and laboratory tests were essentially negative except for a very husky voice. 
Roentgenograms of the chest and sinuses were normal but one of the larynx 
showed a rounded shadow of undertermined origin. Direct laryngoscopy 
showed a hard, almost cartilaginous, smooth, round, protruding growth re- 
sembling a broad polyp and apparently coming from the left true cord and 
anterior part of the left ventricle. It seemed attached to but not invading 
the false cords. Two biopsies showed extramedullary plasmocytoma. Laryn- 
gofissure was done and a polypoid growth coming from the right and left 
false cords and anterior commissure was found hanging down through the 
glottis. The entire growth, all the left false cord and anterior part of the 
right were removed. Convalescence was uneventful. There has been no re- 
currence in almost a year. The voice is now clear and strong. The thyroid 
cartilage was not involved, the growth being confined to the soft tissues 
of the larynx in the vicinity of the anterior commissure. According to Hell- 
wig, a clinical cure may be expected in such cases. 5 references. 1 figure. 


Laryngeal Chondronecrosis Following Roentgen Therapy. William A. 
Goodrich and Maurice Lenz, Hartford, Conn. and New York, N. Y. Am 
J. Roentgenol. 60:22-28, July 1948. 

Infection of cartilage with decreased radioresistance precipitates chon- 
dronecrosis of the larynx following roentgenotherapy for laryngeal cancer. 
The decreased radioresistance may be caused by invasion by cancer or re- 
duced vascularization. Chondronecrosis occurs particularly in advanced and 
extensive growths, especially when they tend to invade subjacent tissues 
and obstruct the flow through the venous and lymphatic capillaries. The 
edematous mucosa may ulcerate superficially giving bacterial access to deep- 
er tissues. The infection may reach the perichondrium; perichondritis in- 
terferes with nourishment of the cartilage and chondronecrosis follows. 

Twenty-eight cases of chondronecrosis of the larynx after roentgeno- 
therapy are reported. Eight of the cases were apparently free from carcinoma. 
It was not possible in most of the other cases to determine whether cancer 
persisted microscopically or only radio necrosis was concerned. Of the 28 
cases, 23 appeared within six months, 2 within a year and 3 more than a 
year following treatment. The last 3 cases recovered, | after sloughing, 1 
after local excision of the necrotic area of the epiglottis, and 1 after laryn- 
gectomy. Laryngeal chondronecrosis was seen especially in late and exten- 
sive carcinomas and rarely in those which were early and small. The dis- 
ease involved the epiglottis more often than other laryngeal cartilages. The 
prognosis was good in chondronecrosis of the free portion of the epiglottis; 
practically every cured case of epiglottic carcinoma presented a deformity 
of the healed radionecrotic area. Extension of the necrosis to the base of 
the epiglottis or to the preepiglottic space was grave and recovery was rare. 
Chondronecrosis in the area of the arytenoid or thyroid cartilages also had 
a bad prognosis. In those developing chondronecrosis early, there was more 
likelihood of peristing carcinoma. Laryngofissure or partial laryngectomy 
before or after a full course of roentgenotherapy apparently favored de- 
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velopment of chondronecrosis in the residual cartilage. Removal of the 
necrotic free portion of the epiglottis was an exception to this. This compli- 
cation was avoided upon total removal of cartilage by laryngectomy. Im- 
pending chondronecrosis may in rare instances, be aborted by sulfonamides 
and penicillin but once established it is influenced very little. The full de- 
velopment of chondronecrosis was prevented with 250,000 units of oral 
penicillin daily for a week or two. Laryngectomy should be considered in 
selected instances with early or incipient chondronecrosis. The development 
of chondronecrosis was not influenced by variations in fractionated roent- 
gen dosage. 8 references. 2 tables. 


Operation (Thyrotomy) for Distension Cysts of Laryngeal Saccule. 
R. Thomas, Y ork, England. J. Laryng. & Otol. 62:537-39, August 1948. 

Four cases of saccular distention cyst are described. Symptoms were 
hoarseness and dyspnea for months and, in 1 case, years. Examination 
showed a reddish, round tumor in the upper part of the pyriform fossa, 
extending upward and obstructing the breathing by pushing the aryepiglottic 
fold inwards and overlapping the laryngeal opening. Incision of the cyst 
was done with difficulty and serous fluid evacuated but the voice did not 
return to normal and the cyst soon recurred. An operation for relief of this 
condition is described. Tracheotomy is done, larynx opened, trachea packed 
off and anesthesia continued by the tracheotomy tube. This exposes the 
cyst and its related structures. The aryepiglottic fold is then incised about 
5 mm. above the edge of the ventricular band, the fibers of the aryepiglot- 
ticus muscle split and the medial cyst exposed. The cyst wall is removed 
completely or piecemeal through the incision; any redundant pharyngeal 
epithelium is removed and the remainder attached to the outside of the 
larynx by 1 or 2 catgut sutures to restore the pyriform fossa. The incision 
is then closed and the larynx and skin joined as usual. The tracheotomy 
tube is left in for two or more days. The first 3 patients recovered their 
normal voices after the operation but the fourth case is too recent to report. 
It appears possible that these tumors are actually laryngoceles which be- 
come sealed off and filled with exudate. The operation of thyrotomy has 
been successful. 4 figures. 


Laryngeal Edema in Epidemic Parotitis. James S. Walker and E. La- 
monte Gann, Johns Hopkins University, Baltimore, Md. Ann. Otol., Rhin. 
& Laryng. 57:163-66, March 1948. 

Edema of the larynx is a rare but dangerous complication of epidemic 
parotitis. Two cases are presented. Case | is that of 32 year old Negro 
female who complained of swelling on the left side of her neck and pain 
on swallowing. She experienced chills and fever and swellings developed 
in the parotid and submaxillary regions. Examination showed marked edema 
of the mucous membrane overlying the left arytenoid process, extending 
out into the aryepiglottic fold. One day after admission both submaxillary 
glands were swollen. Within a week the laryngeal edema ‘spontaneously 
disappeared. Case 2 is that of a 41 year old Negro male who complained 
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of a painless swelling on the right side of his neck of three days’ duration. 
He stated that 2 of his children were recovering from mumps at this time. 
The temperature was normal. Examination showed edema of the mucosa 
of the right pyriform sinus and the interarytenoid region of the larynx. 
There was marked edema of the soft tissues overlying the sternum. The 
patient was put to bed; one week later there was no edema of the larynx 
and only slight bilateral enlargement of the submaxillary glands. The 
diagnosis of an isolated case of epidemic parotitis, especially in an adult, 
is difficult. A careful history must be taken. In case 1, a history of contact 
was elicited only after a tentative diagnosis of mumps with laryngeal edema 
was made. In case 2, the edema of the larynx was seen during routine ex- 
amination of the nose and throat. This with other findings brought up the 
possibility of mumps. There are many complications of mumps, presternal 
and laryngeal edema being uncommon. It is probable that both conditions 
are often overlooked. Their etiology is obscure. Mumps should be consider- 
ed as a possible diagnosis in every case of unexplained laryngeal edema 
especially when associated with salivary gland enlargement. 8 references 


Influenzal Laryngitis. David W’. Brewer and J. H. Tom Rambo, Mas- 
sachusetts Eye and Ear Infirmary, Boston, Mass. Ann. Otol., Rhin. 
& Laryng. 57:96-102, March 1948. 

Acute inflammatory edema involving primarily the larynx, when pro- 
duced by Hemophilus influenzae type B generally has a rapid onset and 
may need emergency tracheotomy. Symptoms range from moderate swelling 
to filling of the hypopharynx within a few hours. The two essential diag- 
nostic methods are direct or indirect laryngoscopy and bacteriologic identifi- 
cation. Streptomycin is the newest drug in treatment. Six cases of such ede- 
matous laryngitis were encountered; there were 2 children and 4 adults. 
The pathology is illustrated in a 19 month old infant in whom onset of 
symptoms had occurred ten hours prior to death. The throat and blood cul- 
tures were positive for H. influenzae type B. Death resulted from acute 
respiratory obstruction. The primary pathology involved the epiglottis both 
clinically and at postmortem examination. The 5 remaining patients are liv- 
ing and well, with no recurrence of symptoms. They all complained of 
sore throat, dysphagia and respiratory distress. Low-grade fever was present. 
There was moderate leukocytosis and positive throat cultures for H. influen- 
zae type B. All showed marked inflammatory edema of the larynx and 
especially of the epiglottis. Hoarseness was inconstant. Blood cultures were 
obtained in 2 cases and were positive for H. influenzae type B. Roentgeno- 
grams showed marked swelling of the epiglottis. The only complications 
were abscess of the epiglottis, delayed complete resolution of the epiglottic 
swelling and hoarseness. 

Many patients are given a presumptive diagnosis of diphtheria. Im- 
mediate smears and five-hour cultures on Loeffler’s medium rule out this 
possibility. The picture is simulated by acute laryngeal edema caused by 
other gram-negative organisms, especially when Bacillus coli predominates. 
Angioneurotic edema can produce markedly similar symptoms. The condi- 
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tion should be differentiated from retropharyngeal abscess in infants and 
parapharyngeal abscess of otitic origin. The first patient treated with strepto- 
mycin had penicillin and sulfadiazine previously. Rapid resolution occurred 
only after intensive streptomycin therapy (3 Gm. per day for seven days). 
Of the treated cases 1 child and 1 adult had an uncomplicated course. Two 
patients developed abscess of the epiglottis; though symptoms cleared rapid- 
ly following treatment, complete resolution of the epiglottic edema requir- 
ed considerable time. There was no toxicity or sensitivity attributable to the 
streptomycin. Patients with a brief history of sore throat, dysphagia and 
increasing respiratory distress may be treated as follows: (1) immediate 
tracheotomy if necessary; (2) mirror laryngoscopy in adults and di- 
rect laryngoscopy, if necessary, in infants; (3) lateral neck roentgenograms; 
(4) smears and cultures for Klebs-Loeffler bacilli; (5) typing of naso- 
pharyngeal secretions by Alexander’s method; (6) blood culture; (7) strep- 
tomycin, 0.5 to 1.0 Gm. per day in children and 2.0 Gm. in adults; (8) 
parenteral penicillin; (9) parenteral fluids; (10) a humidified room. 7 
references. 2 figures. 


Paralysis of the Dilator Muscles of the Glottis (A propos de la paraly- 
sie des dilatateurs de la glotte). M. P. Guns, Louvain, Belgium. Rev. de 
laryng. 69:236-46, May-June 1948. 

According to Truffert, paralysis of the dilator muscles of the glottis 
results in interference with abduction of the vocal cords, while adduction 
remains normal; the author agrees with this conclusion. Paralysis of these 
muscles may be of central (usually bulbar) or peripheral origin; paraly- 
sis of central origin are frequently due to syphilis. Medical treatment is 
often unsuccessful and various methods of surgical treatment have been 
employed. In the author’s case, he used the operation recently described by 
Rebattu and Martin, in which the vocal cord is encircled with a loop of 
chromic catgut which is attached to the perithyroid tissue; the cord is thus 
retracted and elevated. The patient was a 64 year old man; cause of the 
parlaysis could not be determined; Wassermann reaction was negative. The 
patient had continuous dyspnea with wheezing but the voice was normal. 
Following operation penicillin was given for several days; a drainage tube 
was employed during the period of postoperative edema but was removed 
on the fourth day and the wound healed. Following operation wheezing 
was entirely relieved and only slight dyspnea persisted. This operation 
avoids the necessity of tracheotomy. 23 references. 


Comments on Laryngeal Tuberculosis (Commentaires sur la tubercu- 
lose laryngée). Jules Brahy, Hopital de Sacré-Coeur, Cartierville, Mon- 
treal, Que., Canada. Union méd. du Canada 77:537-42, May 1948. 

As the existence of primary laryngeal tuberculosis has never been prov- 
ed, the tuberculous lesions of the larynx must be regarded as secondary 
to pulmonary tuberculosis. It is true, however, that some patients consult 
a physician because of laryngeal symptoms and examination shows typical 
tuberculous lesions of the larynx before pulmonary tuberculosis is suspected 
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but in these cases the pulmonary lesion can always be demonstrated. Laryn- 
geal tuberculosis, because it causes dysphagia and thus interferes with ade- 
quate nutrition, has an especially unfavorable effect on the course of pul- 
monary tuberculosis and thus a vicious circle is established. Various methods 
of treatment are discussed. Treatment with streptomycin has recently given 
the most encouraging results. At the Hdpital du Sacré-Coeur, 100 tubercu- 
lous patients have been treated with streptomycin, many of whom showed 
laryngeal lesions of varying degrees of severity. The dosage employed was 
0.5 Gm. morning and evening, given by intramuscular injection. This treat- 
ment has been carried out for three weeks but the tendency now is to pro- 
long the treatment further, although the question of the development of 
streptomycin-resistance must be considered. While all patients have not re- 
sponded equally well to streptomycin therapy, in general, the granulating 
and ulcerative tuberculous lesions of the larynx have healed satisfactorily; 
in some cases with less extensive lesions in an early stage, the response has 
not been so satisfactory. In cases with severe dysphagia, this symptom is 
relieved promptly, patients being able to take an adequate amount of food 
after the first week of therapy. As the edema of the larynx does not’ sub- 
side so promptly, it is evident that the dysphagia is due to the pain caused 
by the irritation of the ulcerative lesions, rather than to obstruction by the 
edema. None of the patients receiving the full course of streptomycin thera- 
py have complained of any disturbances of hearing and only 2 had slight 
vertigo. In the latter cases, the streptomycin therapy was discontinued but 
later resumed without causing any untoward symptoms. 


Tuberculous Laryngitis. A Controlled Study. John Paul Myles Black, 
Olive View Sanatorium, Olive View, Calif. Am. Rev. Tuberc. 57:409-11, 
April 1948. 

Results of a controlled study of 60 patients with tuberculous laryn- 
gitis are presented. They were classified as mild, moderately severe and 
severe cases. Promin was used in the treatment of 20 cases and penicillin 
in 10 cases. The remaining 30 patients received ultraviolet rays and/or caut- 
ery or only general sanatorium treatment. These patients were all being 
treated for moderate or advanced pulmonary tuberculosis. The chief laryn- 
geal lesion was inflammation and edema. Granulations were present in 17 
cases and ulcerations in some. The lesions were in different locations, ten 
on the epiglottis, forty-six on the arytenoids, fifty-one on the posterior com- 
missure, forty on the false cords and twenty on the true cords. Promin was 
given in doses of 0.5 Gm. daily and penicillin 100,000 units daily. Not 
more than 6 or 8 cc. of solution was applied locally daily. The applications 
were made with a De Vilbiss spray every two hours for six doses daily. By 
using a methylene blue solution in the spray for some patients it was showed 
that the solution reached the entire intrinsic larynx. Ultraviolet radiations 
were given three times a week and the cautery used as indicated. Observa- 
tions were made during four periods. Laryngoscopic examinations were 
made biweekly and results recorded graphically. Control cases were similar- 
ly observed. The only toxemic symptoms were in 2 patients who had severe 
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allergic reactions to penicillin. The promin treated lesions showed the great- 
est initial response, much of the inflammation and edema subsiding in two 
to four weeks. Granulations, etc. then gradually subsided in cases which 
continued to improve. No response was obtained in 2 cases of severe des- 
truction of the epiglottis and in 2 with granulomatous lesions. The action 
of the two sprays was largely cleansing; this influenced the presence of 
secondary infection. Penicillin reduced secondary infection and increased lo- 
cal tissue resistance. The promin was believed to act against both acid-fast 
bacilli and secondary invaders. Additional studies made of the systemic and 
local use of streptomycin and the local application of a mixture of 1 Gm. 
each of streptomycin and promin in a 2 per cent solution of trypan blue 
showed that adequate streptomycin treatment is more efficient than any other. 
Both promin and penicillin were found to be beneficial in tuberculous 
laryngitis but not in all cases, especially the severe forms. They were better 
than the usual routine treatments and should be used if streptomycin is 
not available. 1 table. 


Tuberculosis of the Larynx (La tuberculose de larynx). R.-A. de Prest, 
Bruges, Belgium. Acta oto-rhino-laryng. belg. 2:145-74, Fasc. 2, 1948. 

At the Sanatorium of Sysele, 5,000 cases of pulmonary tuberculosis 
have been treated in twenty years (from 1928 to 1947 inclusive); there 
were 1,006 deaths in this series. There were 648 cases of tuberculosis of 
the larynx (incidence of 12.96 per cent) and 196 in this group (mortality, 

. 30.2 per cent). In the last eight years (1940 to 1947) the patients entering 


the sanatorium have showed an earlier stage of pulmonary tuberculosis than 
in the previous years. In 1940 to 1944 the incidence of tuberculosis of the 
larynx was 6 per cent and the mortality was 25 per cent; in 1945 to 1947 
the incidence of tuberculosis of the larynx was 7.8 per cent and the mortal- 
ity was 23 per cent. Basic treatment for laryngeal tuberculosis is the same 
as for pulmonary tuberculosis (including collapse therapy in some instances). 
In a number of early cases of laryngeal tuberculosis the laryngeal lesions 
have healed. In ulcerative lesions of the larynx the galvanocautery combin- 
ed with voice rest has been the treatment of choice up to 1947. During 1947 
and the first three months of 1948, 25 patients with tuberculosis of the 
larynx have been treated with streptomycin. The dosage was 1 Gm. daily, 
given in three injections, for an average of sixty days. The dysphagia and 
aphonia subsided promptly; the edema subsided more gradually but usually 
disappeared completely; in 2 cases ulcers healed in fourteen days; in 1 
case, in forty days; in another case, healing’is not yet complete. In 1 patient 
in whom severe dysphagia resulted in rapidly progressive cachexia, in spite 
of improvement in the pulmonary lesion, the streptomycin therapy was un- 
doubtedly lifesaving by its prompt relief of the dysphagia. In all but 1 of 
the cases treated by streptomycin, collapse therapy was employed for the 
treatment of the pulmonary lesion with good results; in the case in which 
collapse therapy was not employed, the pulmonary lesion was progressive. 
There were no serious reactions to streptomycin therapy; no signs of in- 
volvement of the eighth cranial nerve in any case; 2 patients showed a 
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slight, temporary hematuria. From these results, the author concludes that 
streptomycin therapy is indicated in all cases of tuberculosis of the larynx 
with exudative lesions, even in those cases previously considered incurable. 
Recent productive lesions, treated with streptomycin show rapid regression; 
lesions of a mixed type also regress under streptomycin therapy, although 
complete healing is not always obtained. 94 references. 


Researches About Ossification and Conformation of the Thyroid Carti- 
lage in Men. P. Roncallo, University of Florence, Florence, Italy. Acta oto- 
laryng. 36:119-34, Mar.-Apr. 1948. 

Fifty-seven laryngeal roentgenographic studies have been done on 38 
men and 19 women, aged 16 to 80. The thyroid cartilage was photographed 
in the anteroposterior position and the degree of ossification determined. 
This process was found to begin around the age of 20, in men slightly earli- 
er than in women. It originates from definite points (in men, within 
the angle formed by the lower horn and the lower border of the lateral 
lamina). From here it spreads toward the midline along the lower posterior 
border. With age it extends well upward and may reach the apex of the 
upper horn. It also spreads laterally along the borders of the lamina, the 
center usually remaining soft. Only | case of completely ossified cartilage 
was recorded in the author’s material. In women the ossification nuclei 
usually appear on the body of the lateral laminas, near the base, the lower 
horn or the lower posterior border. Occasionally the lower end of the fore 
angle or the upper horn show the first centers of ossification. From these 
sites the process advances along the borders toward the center but it pro- 
gresses much more slowly than in men and does not go as far upward. With 
a few exceptions, the center of the lamina, the midline and the upper border 
remain free. The pattern and extent of ossification are much more variable 
in women than in men. No connection was discovered between the degree of 
ossification and any other pathology present in the subject. 

Since the middle portion of the cartilage almost never contains inde- 
pendent areas of ossification, either in men or in women and, since the pro- 
cess when it reaches there from the marginal parts, shows an ossification 
pattern which does not correspond to that seen in the lamina intermedia of 
the embryo, the role of the latter in this process is assumed to be negative. 
The interlaminal angle was measured in all cases at the height of the in- 
cissura thyroidea and no relation was established in either sex between the 
aperture of this angle and the degree of ossification. The angle varied from 
1 individual to another. With age it became narrower in men and slightly 
wider in women. Calcification was showed to proceed along routes independ- 
ent of those followed by the ossification process. Both histologically and 
radiologically the two kinds of centers were clearly distinguishable and show- 
ed somewhat different distribution. Calcification zones lacked any structural 
pattern and were more opaque than the ossified area. They were found 
in the centers of the lateral laminas, where ossification never took place. 
26 references. 3 tables. 9 figures. 
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2. Pharynx and Nasopharynx 


Pharyngeal Abscesses in Young Children. F’. Boyes Korkis, Metropoli- 
tan Ear, Nose and Throat Hospital, London, England. Practitioner 161: 
199-202, September 1948. 

Two main types of abscesses are found in young children, retropharyn- 
geal and peritonsillar; the former arises from a suppurative adenitis of the 
retropharyngeal lymph gland and the latter from the spread of infection 
from the tonsillar crypt to the paratonsillar plane. Spread of infection 
through the superior constrictor muscle sometimes occurs with the forma- 
tion of a parapharyngeal abscess. Two cases, in children of 2% years of 
age are described. This is young for peritonsillar abscess and somewhat old 
for retropharyngeal abscess. In older children, the retropharyngeal glands 
atrophy so that 66 per cent of cases occur in the first year of life. In young 
children peritonsillitis usually subsides without the formation of glands. Of- 
ten diagnosis is difficult and the presence of respiratory obstruction usually 
suggests diphtheria but careful examination of the pharynx should enable 
the correct diagnosis. The presence of a marked unilateral and painful 
cervical adenitis is a helpful additional sign. Rapid recovery follows the 
evacuation of pus. Adequate exposure incisions are essentia! and, for this rea- 
son, general anesthesia is preferred. After abscess formation, chemothera- 
peutic treatment is supportive only. With proper management, prognosis is 
good but otitis media is a common complication. Peripharyngeal spread with 
erosion of large neck arteries and with fatal hemorrhage has been described. 
Downward spread to the mediastinum has also occurred. 17 references. 
—Author’s abstract. 


Prophylactic Value of Sulfathiazole. An Experiment Designed to Test 
The Efficacy of Sulfathiazole Gum in Reducing the Bacterial Flora Caus- 
ing Infectious Pharyngitis. Jrwin S. Neiman, Chicago Medical School, Chi- 
cago, Ill. Arch. Otolaryng. 47:158-64, February 1948. 

The subjects of the experiment were medical students divided into 
groups receiving two different quantities of sulfathiazole incorporated in 
gum tablets; a third group served as a control and chewed unmedicated 
gum tablets. The experiment covered a period of approximately nine months 
from the fall of 1944 to the spring of 1945 inclusive. Results, which were 
subjected to statistical analysis, indicated that specific infections caused by 
beta hemolytic streptococci were significantly lower in the persons receiving 
daily quantities of sulfathiazole. No evidence was apparent that sensitiza- 
tion of any of the subjects occurred under the conditions of this treatment. 
6 multiple references.—Author’s abstract. 


The Comparative Effects of Continuous and Intermittent Penicillin 
Therapy on the Formation of Antistreptolysin in Hemolytic Streptococcal 
Pharyngitis. Edwin D. Kilbourne, Rockefeller Institute for Medical Re- 
search, New York, N. Y. J. Clin. Investigation 27:418-24, July 1948. 

During an epidemic of hemolytic streptococcic pharyngitis in an army 
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camp a study was made of the antistreptolysin response in 127 patients with 
the disease. Patients were divided into three treatment groups at the time 
of admission without regard for the severity of the presenting illness. One 
group, treated symptomatically, served as a control; the second group re- 
ceived large single daily doses of penicillin in aqueous solution (300,000 
units daily); a third group was treated with penicillin administered accord - 
ing to conventional dosage schedule (20,000 to 50,000 units every three 
hours). Antibody response, as measured by the antistreptolysin titer, varied 
in the three groups. In the symptomatically treated control group the pro- 
portion of patients exhibiting a rise in antibody was comparable to that 
usually seen in streptococcic pharyngitis and scarlet fever. Striking suppres- 
sion of antistreptolysin formation was observed in patients treated with fre- 
quent penicillin injections, (as previously reported by Weinstein and Tsao), 
while patients who received single daily injections manifested an incidence 
and degree of antibody response intermediate between that of the untreated 
and continuously treated patients. It was concluded that penicillin therapy 
suppressed the formation of antistreptolysin in hemolytic streptococcic phar- 
yngitis, and that the degree of suppression was proportional to the dura- 
tion of the antibacterial action of penicillin maintained during the twenty- 
tour hour period. The antibody response was suppressed more by the main- 
tenance of continuous effective penicillin blood concentrations than by the 
maintenance of effective levels for a fraction five to seven hours of the 
twenty-four hour period. 19 references. 2 tables. 3 figures.—Author’s ab- 
stract. 


Angio-Epithelioma of the Postnasal Space. 4. E. Cruthirds, Phoenix, 
Ariz. Ann. Otol., Rhin. & Laryng. 57:230-34, March 1948. 

A 4 year old moderately well nourished boy was first seen; May 24, 
1944; he was quite cyanotic and dyspneic. A swelling was found in the right 
side of the throat. An attempt was made to open what seemed to be a peri- 
tonsillar abscess but no pus was found at this time or on several other at- 
tempts to open this swelling. Patient had been given sulfonamide and peni- 
cillin therapy without result. On June 14, 1944, there was no swelling 
about the neck. There was only a slight enlargement of the right anterior 
cervical glands. The hearing was somewhat impaired. Examination of the 
nose showed some stuffiness with mucopurulent discharge on the right side. 
Nasopharyngoscopy revealed a nodular tumor on the right, almost filling 
up the right side of the postnasal space. Examination of the nasopharynx 
showed a bulging forward of the right side of the soft palate. The right 
anterior pillar had been perforated previously when searching for a peri- 
tonsillar abscess. A hard, nodular mass in the right pharynx was felt and 
without difficulty most of the tumor was removed for a biopsy. 

The pathologic report was: (1) gross:—The specimen consisted of 
three masses of light pinkish-yellow gray tissue and presented a nodular, 
somewhat hemorrhagic appearance. The appearance is that of a highly cel- 
lular and edematous tissue. (2) microscopic:—section revealed endothelial 
cells showing a striking relationship to vascular spaces and channels; there 
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was a marked preponderance of cells over vessels. Small arteries surrounded 
by several layers of large polyhedral fusiform cells showing degeneration 
and necrosis were seen. In some areas the tumor cells grew in diffuse sheets 
and in an irregular course resembling sarcoma. In these areas a pink-stain- 
ing, intercellular substance was found. Hyperchromatism and mitotic fig- 
ures were also noted. Other areas showed an acute cellular infiltration with 
degeneration and necrosis. (3) diagnosis:—Angioendothelioma. 

The patient was given eight roentgen treatments and instructed to 
return in one month. Chest roentgenogram showed no metastases or bron- 
chopneumonia at the time of examination on June 16, 1944. On July 17, 
1944, he was eating and sleeping well. On Nov. 16, 1944, roentgenography 
showed large areas of metastasis which were growing rapidly. Further treat- 
ment was not advised since the densities developing in the lung made the 
prognosis poor. There was further metastasis in the abdomen and the pat- 
ient died the latter part of November 1944. The tumor has been classified 
by the Army Medical Museum as an angioendothelioma. If term designated 
a malignant tumor, as it is in this case, they would prefer the diagnosis 
of angiosarcoma. Angioendothelioma of the nasopharynx is fairly rare. 
Salinger and Pearlman, in a study of 24 cases of nasopharyngeal tumors, 
reported only 1 case of angioendothelioma. Most of these cases do not pro- 
duce symptoms referable to the nose and throat until quite late, so it is 
important that a thorough examination of the nasopharynx be made routinely 
in any case in which there is the slightest nasal obstruction or pains about 
the head and neck. 3 references. 1 figure-—Author’s abstract. 


Irradiation of the Adult Nasopharynx. A Study of Its Influence on 
Otological Symptoms. Edley H. Jones, Vicksburg, Miss. Laryngoscope 58: 
527-41, June 1948. 

With the exception of the work on aerotitis in the services all reports 
of irradiation of the nasopharynx have dealt primarily with results attained 
in treating children. It was inevitable that this method of treatment would 
be offered to adults and the author started investigating that field in Janu- 
ary 1941. At first, treatments were given primarily with the idea of re- 
lieving blocked eustachian canals. It was found that not only was that result 
usually attained but some patients reported relief from tinnitus, many re- 
ported relief from the sensation of pressure in the ears and some reported 
fewer colds. A review of their records showed that the patients’ opinions 
were justified; 136 adult patients had been given 331 irradiations of the 
nasopharynx during the survey period; method of application followed the 
Johns Hopkins technic. Fifty-six complete questionnaires, sent out later, led 
to the conclusion that the most important factor is length of duration of the 
symptom, not age of the patient. Additional charts are presented showing 
results in cases of impairment of hearing, tinnitus, sensation of pressure 
in ears. 23 references. 4+ charts—<Author’s abstract. 
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3. Tonsils 


Tonsillectomy-Poliomyelitis Survey - 1947. Daniel S. Cunning, Man- 
hattan Eye, Ear and Throat Hospital, New York, N. Y. Laryngoscope 78: 
503-13, June 1948. 

Reliable information from 25 states was tabulated and 43 per cent of 
the poliomyelitis cases throughout the country were traced. After analyzing 
and classifying thousands of cases of poliomyelitis and the number occurring 
‘after tonsillectomy and other operations or injuries, the author is con- 
vinced that there is no etiologic relation between them and that develop- 
ment of bulbar poliomyelitis after tonsillectomy is merely coincidental. In- 
discriminate removal of tonsils during a poliomyelitis epidemic is not ad- 
vocated but the operation should not be indefinitely postponed during the 
summer only because that is the poliomyelitis season. It is felt that a con- 
tinuation of this survey until accurate statistics are obtained on many thou- 
sands of these cases will more clearly show that tonsillectomy does not pre- 
dispose a patient to poliomyelitis. 


Lymphosarcoma of the Tonsil. Clinical and Anatomopathologic Con- 
siderations (“Z/ linfosarcoma delle tonsille”. “Considerazioni chiniche e 
LW anatomopatologiche). 8S. Dell Abate, University of Parma, Parma, Italy. 
4 Oto-rino-laring. ital. 16:301-19, Fasc. 5, 1948. 

The 53 year old male had suffered a severe sore throat about six 
months previously; at this time the enlargement of the tonsils and cervi- 
cal lymph nodes were noted. On examination the neoplasms had invaded 
the pillars and soft palate. Treatment with radium and the biologic method 
| of Citelli seemed to cause some slight regression, however the patient died 
a. a few days later. Histologic examination disclosed a few adult lympho- 
: cytes nested among large numbers of lymphoblasts and the whole supported 
by a stroma of histoid character. There appeared to be transition forms, not 
only between the immature and mature lymphocytic series but also between 
the histoid cells and the lymphoblasts and this finding causes the author 
i to support the views of Roessle, that the reticulo-endothelial system, when 
it assumes the form of a blastoma, may reacquire the ability of producing 
white blood cells of the lymphoblastic series. The findings on the blood 
and bone marrow were entirely normal and the final diagnosis, therefore, 
was the classic Virchow type of local and regional lymphosarcoma or Sch- 
minke tumor. 5 references. 3 figures. 


BRONCHOLOGY 


Adenoma of the Bronchus. Review of Fifteen Cases. Emil A. Nac- 
lerio and Lazaro Langer, New England Deaconess Hospital, Boston, Mass. 
Am. J. Surg. 75:532-47, April 1948. 

Fifteen cases were treated by pulmonary resection (pneumonectomy 
10; lobectomy 5). These tumors have come to be considered potentially 


2 

q 


QUARTERLY REVIEW OF OTORHINOLARYNGOLOGY 53 


invasive and malignant; benign adenoma does metastasize locally and even 
to distant structures. The salient features of bronchial adenoma and bron- 
chogenic carcinoma are presented in table form. The average age of pa- 
tients is 37.4 years; sex distribution is equal; duration of disease prior to 
surgery averages 5.9 years; clinically there are sudden, often profuse, hem- 
orrhages and intermittent episodes of pneumonitis; bronchiectasis is com- 
mon. Roentgenologically the tumor may not be visualized but shadows in- 
cident to obstruction are noted. Bronchoscopically the tumor is frequently 
small, pedunculated and pink or yellow in color. The carina is sharp and 
mediastinum free and bleeding often follows biopsy. Metastasis occurs oc- 
casionally to regional lymph nodes but seldom to distant points. Almost 
all cases are amenable to surgical cure and the survival period is long. With 
bronchogenic carcinoma the average age is 53.2 years, duration of disease 
prior to surgery is 11.3 months and the ratio of males to females is 3.8:1. 
Bleeding is usually continuous in the form of blood streaked material and 
pulmonary complaints are progressive. The tumor is often visible on roent- 
gen examination, and bronchoscopically it is ordinarily irregular, fungating, 
ulcerated, nonpedunculated and gray or grayish-yellow in color. The carina 
is often blunted and the mediastinum fixed. Regional and distant metastases 
are common. Only 10 per cent are amenable to surgery and the survival 
period is short. In the same fifteen year period 305 cases of pulmonary 
carcinoma and 15 cases of bronchial adenoma were treated. The most de- 
cisive single diagnostic aid for bronchial adenoma is bronchoscopy. Explora- 
tory thoracotomy is felt to be justified when the diagnosis cannot be sub- 
stantiated by other methods. The primary treatment of choice is surgical 
removal by pneumonectomy or lobectomy. Bronchoscopic removal may be 
used for patients who refuse surgery or as a preoperative effort to promote 
drainage and relieve suppuration distal to the obstruction. Radiation therapy 
is usually ineffective and carries with it the danger of hemorrhage from 
bronchial wall necrosis and erosion of blood vessels. There is no mention 
of any mortality although all 15 patients are said to have been cured. 9 
references. 1 table. 15 figures. 


Bronchial Adenoma. Carlton R. Souders and J. W. Kingsley, Jr., Lah- 
ey Clinic, Boston, Mass. New England J. Med. 239:459-66, Sept. 23, 1948. 

Of 217 histologically proved primary lung tumors, encountered over 
an eighteen year period 15 were bronchial adenoma. Adenomas probably 
originate from bronchial glands or ducts and growth occurs both into the 
bronchial lumen and extrabronchially. Most adenomas arise in a primary 
bronchus where they can be visualized through the bronchoscope. Its charac- 
teristic appearance usually serves to differentiate bronchial adenoma from 
bronchiogenic carcinoma. Bronchial adenoma is a potentially malignant tum- 
or but the malignancy is low grade. The 15 patients ranged in age from 15 
to 59 years; 9 were under 40. Eight patients were females. The average 
duration of symptoms was 2.7 years. Chronic cough, hemoptysis and re- 
peated pulmonary infections were the outstanding symptoms. Physical signs 
were dependent upon the degree of bronchial obstruction and the extent 
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of pulmonary involvement distal to the tumor. Atelectasis, a tumor mass, 
inflammatory infiltration and unilateral bronchiectasis were the most com- 
mon roentgenologic findings. Positive diagnosis rests upon bronchoscopic 
visualization and biopsy. Local removal may suffice for pedunculated ade- 
nomas without extra bronchial extension and without irreparable pulmonary 
destruction; recurrence may necessitate surgical resection. Inasmuch as re- 
section removes the infected lung tissue as well as the entire tumor and pre- 
vents malignant degeneration, it is the treatment of choice in the majority 
of cases. Endoscopic removal was successful in 3 cases; in 2 others pul- 
monary resection was done because of recurrence or pressure from the extra- 
bronchial growth. In all, 11 patients underwent lobectomy or pneumonec- 
tomy, with relief of symptoms. There were no deaths in the series. 18 re- 
ferences. 1 table. 7 figures.—Author’s abstract. 


Syphilitic “Tumor” of the Right Bronchus. Case Report. 1. R. Judd, 
Hamburg, Pa. Ann. Otol., Rhin. & Laryng. 57:858-68, September 1948. 

The author presents a single case report of an adult male, age 47; 
bronchoscopy revealed a tumor mass arising from the wall of the right bron- 
chus. Histopathologic examination appeared to be characteristic of a caseat- 
ing syphilitic gumma. The condition was first believed to be primary atypi- 
cal pneumonia from which there was apparent satisfactory recovery follow- 
ing a period of eighteen days hospitalization but the improvement was tem- 
porary. Symptoms recurred in exaggerated form within eleven days follow- 
ing the patient’s discharge. Following readmission roentgenogram showed 
almost entire right lung atelectasis in contrast with the previous roentgeno- 
gram which was considered to be characteristic of a primary atypical pneu- 
monia. Pertinent symptoms and signs included congestion and tightness in 
his chest; his nerves were upset; he experienced progressive asthma, short- 
ness of breath, cough with expectoration and a temperature elevation of 
101 to 102 F. Physical examination revealed: (1) limited to absent right 
thoracic motion; (2) increased respiratory rate and associated audible 
wheeze; (3) tactile fremitus was absent; (4) dullness to flatness through- 
out the right lung area; (5) rales heard in the upper one-fifth of the lung 
field; (6) sounds absent over the remaining lung area; (7) all findings 
normal over left lung. Laboratory findings revealed: (A) 4 plus Wasser- 
mann; (B) Kolmer serologic reaction positive for syphilis; (C) white 
blood count 18,450. Cardiac examination (including E.K.G.) showed some 
saccular enlargement of the ascending portion of the aorta, greater than 
would be considered normal. The microscopic examination of tissue remov- 
ed at bronchoscopy revealed findings characteristic of syphilitic granuloma. 
No evidence of malignancy was detected. Treatment included two broncho- 
copic procedures for the removal of the tumor, sulfonamide and penicillin 
therapy and routine antisyphilitic therapy. Recovery was rapid; there was 
complete reaeration of the right lung. 31 references. 4 figures——Author’s 
abstract. 


| 
4 
i 
f = 
4 
é 4 


QUARTERLY REVIEW OF OTORHINOLARYNGOLOGY 


The Use of Streptomycin in Tuberculous Tracheobronchitis. John 
J. O’Keefe, Philadelphia, Pa. Ann. Otol., Rhin. & Laryng. 57:784-90, 
September 1948. 

In the selection of patients, two criteria were used: (1) bronchoscopic 
evidence of mucosal disease as manifested by persistant ulcerations, granu- 
lations and stenoses; (2) roentgen signs of obstructive phenomena as seen 
in atelectasis or in the ballooning of cavities following collapse measures. 
All patients necessarily were proved tuberculous. Accordingly, a total of 62 
patients were selected for study. Of these, 44 satisfied the bronchoscopic 
requirements, 18 additional evidencing roentgen signs of bronchial obstruc- 
tion. Eleven patients received streptomycin by aerosol alone, 15 by the con- 
comitant aerosol and parenteral administration method and 36 by paren- 
teral administration alone. Aerosol solution consisted of 50 mg. of drug 
in 1 cc. of sterile isotonic saline, administered by nebulization every two 
hours, for a total daily dose of 500 mg. Parenteral dosage consisted of 
the intramuscular injection of 500 mg. twice daily. Results have been 
significant. Regression and repair of bronchial lesions have progressed often 
with dramatic rapidity, and relief of obstructive signs has allowed for early 
collapse therapy. This indicates the necessity for adequate streptomycin do- 
sage; parenteral administration and aerosol method, each alone are insuf- 
ficient though not’ ineffective. The concomitant parenteral-aerosol method 
of administration appears to be the method of choice. 5 references. 2 figures. 
3 tables.—A uthor’s abstract. 


Penicillin and Streptomycin Aerosol Therapy for Chronic Bronchiec- 
tasis. Arthur M. Olsen, Mayo Clinic, Rochester, Minn. Minnesota Med. 
31:1000-1002, September 1948. 

Either the Vaponefrin or De Vilbiss no. 40 nebulizer is employed. In 
the hospital compressed oxygen is used as a source of positive pressure; for 
home use some patients have obtained small electric motor and air compres- 
sers; others use foot-operated pumps. Penicillin sodium in concentrations 
of 10,000 to 25,000 units is employed for nebulization; from 200,000 to 
400,000 units of penicillin are given daily in treatment of bronchiectasis. 
Streptomycin is employed only if gram-negative organisms are found to 
predominate in the sputum after treatment with penicillin alone. In such 
cases streptomycin hydrochloride is mixed with penicillin sodium; 200,000 
to 400,000 units of penicillin and 0.5 to 0.1 Gm. of streptomycin are dis- 
solved in 16 to 20 cc. of physiologic saline for nebulization; hospital pa- 
tients nebulize 2 cc. of the solution every hour for eight or ten hours daily. 
In cases of bronchiectasis in which operation is found to be indicated on the 
basis of bronchoscopic and bronchographic studies, aerosol therapy with 
penicillin or penicillin and streptomycin is used for preoperative prepara- 
tion. The duration of preoperative treatment depends on the amount of 
purulent secretion and the amount of lung tissue to be resected. In some 
cases daily supraglottic instillations are also used; penicillin is also given 
by intramuscular injection for forty-eight hours preoperatively. Postural 
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drainage exercises are also regularly employed. The incidence of complica- 
tions in pulmonary resection for bronchiectasis has been low. Many patients 
with bronchiectasis are not suitable for surgery; they are chronically ill and 
their sputum has a foul odor. No treatment will cure the bronchiectasis in 
these chronic cases but rest and good nutrition, favorable climate and pos- 
tural drainage all aid in relieving symptoms and bronchorrhea. Aerosol ther- 
apy with penicillin or penicillin and streptomycin, according to bacteriologic 
indications has been of great benefit in many of these cases. In cases of this 
type, prolonged treatment is necessary; an initial course of hospital treat- 
ment is given for two to six weeks. An accurate chart of the daily volume 
of sputum is kept; if aerosol therapy does not result in a considerable re- 
duction of sputum, supraglottic instillations of penicillin and streptomycin 
are also given daily. When the amount of sputum is reduced by 75 per 
cent or more the patient is allowed to return home to continue aerosol ther- 
apy, using 100,000 units of penicillin in 5 cc. of physiologic saline each day 
or less frequently if symptoms are well controlled. Penicillin aerosol ther- 
apy alone gave satisfactory results (reduction of sputum by 75 per cent or 
more) in about 60 per cent of cases of nonsurgical bilateral bronchiectasis, 
but with penicillin-streptomycin aerosol results were satisfactory in 90 per 
cent. 1 table. 


Retrocardiac Bronchiectasis. Robert G. Bloch, Louis F. Sandock and 
Earl B. Mitchell, School of Medicine, University of Chicago, Chicago, III. 
Am. J. Roentgenol. 60:219-24, August 1948. 

There is a striking predilection of bronchiectasis for the lower lobe of 
the left lung. In a series of 90 patients, unilateral involvement had affected 
the left lower lobe in 39 of 47 such cases. Classifying the degree of bron- 
chiectatic involvement by a scale of four grades, unilateral disease occurred 
more extensively in the left lung. About half of the left unilateral dilata- 
tions occurred jn grades III and IV, indicating extensive disease which was 
almost absent in patients with right unilateral findings. In bilateral disease, 
the left lower lobe was more extensively involved than the lower areas of 
the right lung. Application of the grade classification revealed that the left 
predominant involvement in bilateral disease was usually in a more ad- 
vanced state than were the right predominant bilateral dilatations. When the 
extent of bilateral dilatations were equal in both lungs, it was only rarely 
of the extensive variety. In routine chest roentgenograms, most of the lung 
field representing the left lower lobe is obscured by the cardiac shadow. 
The visible findings of bronchopulmonary involvement may be minimal 
and pronounced bronchial symptoms may be out of proportion with the 
roentgen evidence. The true findings must depend on the bronchogram. 
Physical findings are more indicative of retrocardiac bronchiectasis than the 
chest roentgenogram although they may be scant in relation to the severity 
of the disease. It is important to realize that in mass roentgen examinations 
only a small percentage of patients with retrocardiac bronchiectasis will be 
screened out. The predominance of this condition may be explained as being 
the residual aspect of more extensive bronchial disease in early childhood 
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secondary to the variety of respiratory infections to which bronchiectasis can 
be attributed. The retrocardiac part of the involvement does not become 
readjusted during growth because of the traction effect of pericardial ad- 


hesions resulting from the primary pulmonary infection. 5 references. 8 
figures. 


Penicillin Instillation in Bronchiectasis. Narcisse F'. Thiberge, New Or- 
leans, La. South. M. J. 41:873-75, October 1948. 

Local application of agents in solid or vapor form to the bronchi is 
not a new idea. Though logical when used for infection in the bronchial 
tree the difficulty comes in finding an agent which will be tolerated by the 
sensitive bronchial membrane in adequate concentration and likewise exert 
a prolonged effect. We were able to secure a smooth, practically non- 
irritating, suspension of 100,000 units of penicillin in 20 cc. of vegetable 
oil. The pharynx is anesthetized with a 10 per cent procaine and a weak 
(1 per cent) solution sprayed to the whole bronchial tree. After a short 
interval the penicillin suspension, previously warmed, is poured into the 
right and left bronchus. The frothy pus slowly displaced by the heavy oil 
rises into the pharynx where it is removed by the patients bending forward. 
Cough is discouraged (codeine is given if necessary ). A small dose of adrena- 
lin administered previous to the instillation prevents asthma. The most 
marked effects wére an improvement in the general appearance, increase in 
weight, control of cough and expectoration and lessening of the dyspnea. 
We do not recommend repeated applications at short intervals and do not 
resort to it ourselves until all other means are tried. We feel it indicated 
doubly in allergic bacterial bronchiectasis as the penicillin per se has been 
known to control plain allergy. 2 figures.—A uthor’s abstract. 

(The possibility of lipoid pneumonia by this administration technic is 
apparently not considered.—P.H.H. ) 


Bronchography by Atomization. P. L. Farinas, Havana, Cuba. Radio- 
logy 51:491-98, October 1948. 

Base of the tongue, pharynx, larynx and trachea are anesthetized with 
1 per cent pontocaine; 10 to 15 cc. of 20 per cent lipiodol is used. In supra- 
tracheal atomization the tip of the atomizer is placed in the larynx behind 
the epiglottis. The patient remains sitting, inclined to the side to be explored 
and he leans forward or backward according to the location of the pulmon- 
ary segment to be studied. Directly after atomization, he is placed in the 
horizontal position and roentgenograms are made of the side and pulmonary 
segments to be explored; Trendelenburg position is used for the upper lobes. 
For atomization at the larynx, a De Vilbiss no. 152 atomizer is useful, al- 
though a longer one is more desirable. The atomizer is connected by tubing 
to an air compressor and 6 to 8 pounds of pressure applied. For intratracheal 
atomization, a long atomizer permitting a very fine atomization, is used. 
Its tip is placed below the vocal cords with the aid of a laryngeal mirror. 
Anesthesia is employed with the patient sitting on the roentgenographic 
table. Immediately after atomization he is positioned according to the pul- 
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monary segments to be examined. The technic is similar for supratracheal 
atomization. Coughing must be prevented. For intrabronchial atomization, 
a no. 16 rubber catheter is used and a no. 8 urethral catheter is passed through 
it. The first carries air and the second lipiodol. Both pass into an atomizing 
chamber which can be regulated to form a fine spray. After anesthetizing 
the nasal fossa and larynx, pharynx and trachea with a pontocaine spray the 
catheter is passed intranasally into the trachea. The patient is brought to 
the fluoroscope table and the atomizing chamber is placed in the main bron- 
chus of the side to be studied. The opaque medium is vaporized in various 
positions for the different lung segments and roentgenograms are made. 
Fine details of the bronchial mucosa are observable. All the bronchial tree 
of one side can be studied. If necessary, that of the other side may be ex- 
amined after two or three days. Lipiodol does not accumulate. In bronchial 
obstruction, the medium accumulates above the obstruction, giving an image 
similar to those seen in filling bronchography. Without obstruction, the 
medium extends as far down as the alveoli, covering the internal surface 
of the bronchi. 12 figures. 


Bronchopulmonary Hypogenesis. Clinical and Roentgenologic Fea- 
tures in the Adult. With Long Follow Up Observations. Louis Schneider, 
Washington Heights Health Center and Columbia University, New York, 
N. Y. Am. J. M. Sc. 215:665-70, June 1948. 

The term bronchopulmonary hypogenesis is used to describe a congeni- 
tal anomaly of the lower respiratory tract characterized by the presence of 
only a partially developed bronchopulmonary system on one side and nor- 
mal thoracic contents on the other side. This condition is compatible with 
comfortable living but is by no means symptom-free. It is commonly en- 
countered by the radiologist and the pediatrician but it has been seen much 
less often than agenesis or aplasia of the lower respiratory tract. Instances 
of bronchopulmonary hypogenesis are discovered largely by routine roent- 
gen surveys. Radiologic picture may be mistaken for bronchial neoplasm 
associated with atelectasis, and this error has resulted in needless pneumo- 

nectomy. Careful bronchography will usually delineate the anomaly and is 
more important than bronchoscopy for this purpose. Films taken after iodized 
oil instillation frequently may show an associated distortion of the trachea 
and the bronchi leading to the apparently normal lobes in these cases and 
anomalies elsewhere than in the respiratory tract may be found in the in- 
dividual having bronchopulmonary hypogenesis. Two cases in young adults 
are reported. Both were accidentally discovered as a result of routine ex- 
amination. Both had similar respiratory system defects (congenital absence 
of the right middle and lower lobes, and bronchi to which ended in blind 
saccular stumps). 13 references. 6 figures.—Author’s abstract. 
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Rupture of Bronchus Due to External Chest Trauma. Report of Three 
Cases with Recovery. Paul H. Holinger, Chicago, I1l., Albert R. Zoss, Cin- 
cinnati, O. and Kenneth C. Johnson, Chicago, Ill. Laryngoscope $8:817-23, 
August 1948. 

Rupture of a bronchus is a relatively rare but serious complication of 
severe external chest trauma. An increasing number of recovered cases have 
been reported since 1939 when the first nonfatal case was diagnosed clinical- 
ly by Jones and Vinson. Three patients who survived chest trauma with 
bronchial rupture, are presented by the authors. The interval between the 
initial traumatic episode and first observation by the authors was four weeks 
in 1 case, eight weeks in the second and three years in the third. In all 3 
patients, complete and permanent stenosis had developed at the site of the 
bronchial injury with resultant chronic total collapse of the affected lung. 
Moderate exertional dyspnea was the significant complaint in 2 of the cases; 
the third was asymptomatic. Physical and roentgen examinations revealed 
evidence of total collapse of one lung with distention of the contralateral 
lung. Bronchoscopy and bronchography were utilized to establish the pre- 
sence of bronchial occlusion and determine its character. The left main bron- 
chus was the site of involvement in all 3 cases. Pneumonectomy was per- 
formed in 2 of the patients and the pathologic findings of the resected 
lungs are presented in detail. The resected specimens showed no evidence 
of complicating infection. 

The authors comment briefly upon the pathophysiologic changes in- 
cident to bronchial rupture in recovered cases. The diagnosis is rarely made 
at the time of the initial trauma but usually some time later when cicatrical 
bronchial stenosis is already well advanced. The bronchial stenosis is usual- 
ly complete and the affected lung collapsed. A history of chest trauma and 
the finding of a persistent lung collapse without clinical evidence of broncho 
pulmonary infection, should suggest the possibility of bronchial injury. 
Bronchoscopy and bronchography are essential in establishing the diagnosis. 
The treatment of old bronchial injuries with complete stenosis needs fur- 
ther clarification. The lack of basic physiologic studies would seem to be 
a major handicap to evolving a rational approach to therapy. Dyspnea, which 
is the most frequently reported symptom, is apparently due to mediastinal 
displacement and distention of the contralateral lung. The reported relief 
of dyspnea by artificial pneumothorax would lend support to this thesis. 
Pneumonectomy theoretically should be reserved for the rare case that is 


complicated by pulmonary infection. 13 references. 6 figures.—<Author’s 
abstract. 


The Significance of Pulmonary Tuberculosis When Associated with 
Bronchogenic Carcinoma. George W. Drymalski and Henry C. Sweany, 
Municipal Tuberculosis Sanitarium, Chicago, Ill. Am. Rev. Tuberc. 58:203- 
206, August 1948. 

Fifty-seven cases of bronchogenic carcinoma were found in 200 au- 
topsies from 1917 to 1946. In 15 (26 per cent) acid-fast bacilli had been 
found in the sputum during life; 5 of these had far advanced active tu- 
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berculosis; in 1 the carcinoma was small and was considered to be incidental. 
Three patients had arrested secondary tuberculosis with well encapsulated 
fibrocaseous lesions; in 1 the sputum had become negative for tubercle 
bacilli and the pulmonary tuberculosis, though far advanced, was considered 
to be arrested; the bronchogenic carcinoma was the cause of death. In 7 
cases there was no evidence of pulmonary tuberculosis; in 5 of these there 
was equivocal evidence of calcified nodules in the pulmonary lymph nodes 
however 2 showed no such calcified nodules but the sputum in all 7 had 
been positive for acid-fast bacilli on one or two occasions. It is possible 
that in these cases the malignant process liquidated and finally destroyed 
a latent tuberculous focus containing tubercle bacilli, in which case the tu- 
bercle bacilli in the sputum would originate from a short-lived reactivation 
of the tuberculous lesion. From these findings, it is evident that the pre- 
sence of tubercle bacilli in the sputum does not necessarily exclude the pre- 
sence of bronchogenic carcinoma and carcinoma does not exclude tubercu- 
losis. If the sputum does contain tubercle bacilli in a case of bronchogenic 
carcinoma the extent or nature of the tuberculous lesion is not necessarily 
such as to contraindicate operative treatment. 4 references. 1 table. 


Bronchial Tuberculosis Simulating Foreign Body in a Child One Year 
of Age. Report of a Case. Porter P. Vinson, Medical College of Virginia, 
Richmond, Va. Am. Rev. Tuberc. 58:207-209, August 1948. 

The bronchial lumen may be partly or completely occluded by a mass 
of tuberculous granulation tissue in the bronchus or by pressure of a tubercu- 
lous node on the bronchus; in such cases the symptoms and roentgenologic 
findings may suggest the presence of a foreign body. In adults a healed and 
calcified tuberculous lymph node, the so-called lung stone, may erode 
through the bronchial wall and form an intrabronchial foreign body. In 
infants and children this rarely occurs but pressure by enlarged tuberculous 
nodes may occlude the bronchus. In the case reported, the patient was a 
1 year old child. History suggested that the child might have inhaled the 
tip of a shoe lace but no symptoms were observed until two weeks later, 
when cough, wheezing and intermittent attacks of dyspnea developed. Ex- 
amination showed obstructive emphysema of the right lung. As the father 
of the child gave a history of pulmonary tuberculosis, although the disease 
was considered to be arrested, the possibility of tuberculous obstruction of 
the bronchus was considered. Bronchoscopic examination showed the right 
main bronchus obstructed by a mass of granulation tissue; study of a biopsy 
specimen showed only marked necrosis but acid-fast organisms were de- 
monstrated in stained sections; the child showed a strongly positive reaction 
to tuberculin and the father’s sputum was found to contain tubercle bacilli. 
Under treatment with streptomycin and deep roentgenotherapy, the symp- 
toms were relieved. Roentgenoscopic examination showed normal aeration 
of both lungs but slight infiltration in the hilar area on the right side. 2 
figures. 
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A Case of Multiple Tracheal Diverticula. Karen Nielsen, Bispebjerg 
Hospital, Copenhagen, Denmark. Acta radiol. 29:331-34, Fasc. 4, 1948. 
A case history of multiple tracheal diverticula in a 51 year old male 

is presented. He had been disposed to bronchitis for many years and was 
admitted for pulmonary disease. He was in a weakened condition and was 
pneumonic with marked dyspnea and slight cyanosis. There was copious ex- 
pectoration, which decreased after postural drainage. There was no evidence 
of tuberculosis. Bronchography showed marked dilatation of the trachea in 
all diameters. The tracheal wall had partly circumscribed and partly more 
diffuse protrusions in all directions. Lipiodol was unevenly distributed, 
being retained in diverticula located laterally and posteriorly. All transition 
forms occurred between large diverticula covering most of the poster- 
ior breadth of the trachea and small ones marked only by a slight inter- 
* cartilaginous protrusion. The diverticula extended to the upper ends of the 
main bronchi, notably the left. Cylindric and sacculated bronchiectases were 
seen diffusely in both inferior lobes. Tracheal diverticula are divided into 
groups. One type is said to be congenital. These are always found on the 
right side of the trachea at the region of tripartition of the bronchial tree. 
They always extend obliquely down and outwards and their form is a short 
cylindric tube. They may represent an extra, apical bronchus. They are usual- 
ly symptom-free. A second type is flask-shaped, generally with a narrow 
inlet. They usually occur in the central third of the trachea to the right 
on the borderline between the cartilaginous and the membranous portions 
close to the cartilage ends. They also occur in the bronchi along the right 
side of the membranous wall. They are generally small, often multiple 
and usually contain viscid mucus. These formations may be cysts in the re- 
trotracheal mucous glands and hernial protrusions of the tracheal mucous 
membrane. They do not occur in children. They may not produce symptoms 
or they may be associated with chronic respiratory tract diseases. A third is 
the diverticulum-like, groove-shaped protrusion of the posterior tracheal 
wall. The diverticula are delimited by transverse, crescent-shaped, mucous 
membrane folds connecting the posterior cartilage ends. When slightly de- 
veloped, they occur only in the upper part of the membranous wall, just 
below the cricoid cartilage. The trachea dilates chiefly through increase in 
the width of the membranous wall. There is atrophy of the elastic-muscular 
tissue. The diverticula are characterized as pulsion diverticula and traction 
diverticula. The patients have all been troubled from youth by respiratory 
tract diseases. Diffuse tracheobronchiectases without diverticulum forma- 
tion have been described often. 16 references. 2 figures. 


A Previously Unreported Sign of Foreign Bodies in the Trachea. Sven 
Roland Kjellberg, Caroline Hospital, Stockholm, Sweden. Acta radiol. 29: 
300-302, Fasc. 4+, 1948. 

If the classic signs of bronchostenosis appear roentgenographically in 
an otherwise healthy child, a foreign body should be suspected, even if it 
is not demonstrable in the roentgenograms. The classic signs appear when 
the foreign body descends into a bronchus. The roentgenologic diagnosis 
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is more difficult if a nonradiopaque body is present in the trachea and if 
the usual signs of bronchostenosis are lacking or insignificant. In such cases, 
the following sign, which depends on the softness of the tracheal rings in 
small children, can be of great help. If the foreign body lodges in the 
trachea, the trachea below the body becomes narrower on inspiration be- 
cause of negative pressure and the air passages above the body, especially 
the pharynx and larynx, become considerably dilated. On expiration, the 
lower trachea widens slightly or returns to normal width; above the foreign 
body, the air passages become of normal width or perhaps somewhat narrow- 
er than normal. It is important to obtain films of the entire trachea and 
proximal air passages in inspiration and expiration. In inspiration films, even 
if the foreign body is small or thin and flat, the transition from the col- 
lapsed to the proximal widened region of the air passages leads one to sus- 
pect a small shadow of soft tissue density which corresponds to the foreign 
body. Flat foreign bodies in the trachea, unlike those in the esophagus 
usually lie in the sagittal plane, because of the anatomic relationships (rima 
glottidis and pars membranacea trachea ). To visualize such a foreign body, 
an anteroposterior film is necessary. 4 figures. 


ESOPHAGOLOGY 


Fistulas Between the Esophagus and the Airway in Cancer of the Eso- 
phagus (1 propos desfistules oesophago-aériennes dans le cancer oesopha- 
gien). M. Levrat and G. Despierres. J. de méd. de Lyon 29:613-16, Sept. 
5, 1948. 

Fistulas between the esophagus and the airway in cases of cancer of the 
esophagus are usually considered to be of relatively rare occurrence; the 
authors are of the opinion that they are not unusual since, in the course of 
a year they have seen 4 cases in which such fistulas occurred in 8 or 9 cases 
of cancer of the esophagus. In 2 of these the diagnosis was definitely proved 
by roentgen examination which showed a small amount of the opaque sub- 
stance passing into a bronchus accompanied by an attack of coughing. In 
the other 2 cases the fistula was not demonstrated by the roentgenography 
but the diagnosis of fistula was based on the fact that an attack of coughing 
occurred whenever the patient swallowed even a small amount of fluid. 
This is the chief symptom of an esophagobronchial fistula. If the breath 
is fetid, this indicates pulmonary suppuration, which may or may not be 
secondary to a fistula. In the 2 cases in which the diagnosis of esophago- 
bronchial fistula was made by roentgen examination the diagnosis was con- 
firmed at autopsy; in | of these cases there was also advanced pulmonary 
suppuration; in the other case there were limited areas of bronchopneumonia 
with beginning suppuration. 


q 
b 
ri 
3 t 
: 
4 
| 
| 
| 
j 
4 
‘ J 
4 


QUARTERLY REVIEW OF OTORHINOLARYNGOLOGY 63 


Spontaneous Rupture of the Esophagus. A Case Report. Christie E. 
McLeod and Norman Gardner, Middletown, Conn. Connecticut M. J. 12: 
622-23, July 1948. | 
A case history of spontaneous rupture of the esophagus in a 58 year 
old white male is presented. The patient complained of hematemesis of 
sudden onset and of numerous tarry stools. Roentgenograms showed a gast- 
ric ulcer. The patient was given transfusions and was placed on an ulcer 
diet. About five weeks later he showed the typical findings of spontaneous 
rupture of the esophagus: (1) episode of vomiting; (2) sudden severe 
pain in the epigastrium; (3) prolongation of vomiting; (4) profound shock. 
The patient died following operation which was done on a provisional diag- 
nosis of ruptured gastric ulcer. The esophageal rupture was found at autop- 
sy. The true diagnosis might have been made with a flat film of the abdo- 
men and a chest film since these would have revealed air and fluid in the 
left pleural cavity with collapse of the left lung and mediastinal emphy- 
sema. About one-half of the cases show subcutaneous emphysema which 
was absent in this case. The mortality rate is practically 100 per cent. Most 
patients die within twenty-four hours from a fulminating mediastinitis. The 
diagnosis of spontaneous rupture should be considered in the differential 
diagnosis when there is severe upper abdominal pain and shock. 4 references. 


Fsophageal Intubation for Repair of Pharyngo-Fsophageal Diverticu- 
lum. Richard N. Terry, Buffalo General Hospital, Buffalo, N. Y. New 
York State J. Med. 48:1709-10, Aug. 1, 1948. 

Pharyngoesophageal diverticula constitute about 98 per cent of all 
diverticula associated with the esophagus. The herniation occurs at the junc- 
ture of the inferior constrictor and cricopharyngeus muscles. The sac may 
form as a result of muscular incoordination. The anesthesiologist is able to ° 
assist the surgeon in the repair of such diverticula by giving positive identi- 
fication of the diverticular sac and by anchoring and distending the esopha- 
gus during coaption of cut edges, allowing more anatomic closure. Intuba- 
tion of the diverticulum and esophagus is based on the principle that a tube 
in the pharynx directed anteriorly and to the right will bypass the diverticu- 
lum and enter the esophageal orifice. If the tube is directed posteriorly and 
to the left, it enters the diverticulum. The diverticular orifice is so large 
that any tube directed into the lower pharynx will find its way into the 
diverticulum but is is only with great difficulty that a tube may be induced 
to enter the esophagus itself. General anesthesia, with a cuffed tube in place 
in the trachea, protects against aspiration and assists in locating the diverticu- 
lar sac but it does not protect against laryngeal nerve damage. The use of 
regional anesthesia does not guarantee the integrity of the laryngeal nerves 
and is a trying ordeal for the patient. The chief complications of this sur- 
gery are recurrences, fistula formation and obstruction. In one series of 140 
cases reported in the literature, temporary fistulas developed in 11; angu- 
lation requiring dilatation developed in 10; 5 had recurrences. To avoid 
obstruction, it is recommended that a string be left in the esophagus to aid 
later dilatation. Esophageal intubation has 2 advantages: (1) during repair, 
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maintenance of the normal position of the pharynx and esophagus eliminates 
distortion caused by a long present diverticulum; (2) in distending the eso- 
phagus, suture lines may be placed in the tissues corresponding to the posi- 
tion taken by the esophagus during swallowing. This reduces stress during 
immediate postoperative swallowing. The technic largely eliminates unsatis- 
factory apposition of edges of the sac neck. 5 references. 


Epiphrenic Diverticulum of the Oesophagus with Report of a Case 
Treated Surgically. W. R. Forrester-W ood, Royal Sussex County Hospital, 
Brighton, England. Brit. J. Surg. 35:418-20, April 1948. 

Diverticula of the esophagus may be pharyngoesophageal, epibronchial 
or epiphrenic, the least common being the epiphrenic pouches which arise 
from the lower third of the esophagus. It is probable that the majority are 
congenital in origin and the negative intrathoracic pressure, positive intra- 
esophageal pressure and the anatomy of the esophagus are important factors 
in their development—particularly where the esophagus turns to the left. 
These diverticula are frequently associated with some other lesion (cardio- 
spasm, carcinoma of the esophagus or stomach, hernia of the cardia, pyloric 
stenosis and duodenal ulcer) and they may produce local complications (in- 
flammation, ulceration, perforation and malignant change). Many are 
symptomless and accurcte diagnosis can be made only by roentgen examina- 
tion. Size, location and presence of complications determine such symp- 
toms as dysphagia, epigastric pain, vomiting, substernal distress and other 
minor dyspeptic manifestations. Only a few require treatment and the three 
possible procedures advocated are radical extirpation of the sac, anastomosis 
of sac to stomach and inversion. With present day confidence in free 
thoracotomy a left transpleural approach and radical extirpation is the method 
of choice in the absence of complications. Leakage of the suture line and 
infection of the mediastinum or pleura are the two main complications of 
operation. Careful suturing of the esophagus, the passage of a Levine’s 
tube in the immediate postoperative period and a drainage tube from the 
site of operation to the exterior are essential safeguards. One illustrative 
case is reported. 9 references. 2 figures.—Author’s abstract. 


Esophageal Hiatus Hernia with Inversion of the Stomach. Joseph H. 
Marks, New England Deaconess Hospital, Boston, Mass. Am. J. Roent- 
genol. 60:63-68, July 1948. 

A 56 year old female complained of backache with associated cramps 
in her legs for two years. She stated that she was troubled with gas after 
meals. Roentgen examination of the spine showed osteoporosis. Hiatal her- 
nia was also diagnosed because of a large gas bubble behind the heart. She 
was placed on a high calcium and vitamin diet. Over a year later she suffer- 
ed an acute attack of nausea with pain in the region of the left costal border. 
She complained of dizziness and stated that the pain was worse if she lay 
down. She was given morphine. When examined six hours later, a definite 
mass was found in the left upper quadrant. She delayed hospitalization and, 
on admission, the mass filled the epigastrium and left hypogastrium. Roent- 
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genograms showed the mass in the left side of the abdomen extending down 
to the iliac crest. A second, smaller mass was behind the heart and there 
was a fluid level within each mass, one posteriorly at the level of the ninth 
thoracic vertebra and the other anteriorly at the level of the eleventh thora- 
cic vertebra. Barium by mouth proved that both fluid levels were within 
a greatly dilated stomach, the dilatation resulting from inversion within a 
hernial sac. Fluid and food were removed from the stomach through a 
trocar, at operation, and the hernia was reduced by traction. Repair was not 
done because of the patient’s condition. The patient died; delayed hospitali- 
zation was probably a causative factor. It is of unusual interest that 
roentgenograms of the spine taken eighteen months prior to the acute epi- 
sode showed gas bubbles both above and below the diaphragm. Inversion 
of the stomach should be considered whenever the double gas bubble is 
seen and even before barium is given. Surgical repair should be undertaken 
immediately to avoid strangulation and acute dilatation of the stomach. Two 
cases are presented in which there was rotation of the stomach through an axis 
in the coronal plane but in which the fundus remained above the diaphragm 
and the antrum below it. In 1 case a 70 year old female complained of 
weakness, unsteadiness of gait and leg pain. There was some local substernal 
pain with effort. Gastric analysis showed free hydrochloric acid as high as 
45 units, with occult blood. Hypertension, arteriosclerosis and secondary 
anemia were found. Roentgen examination of the chest was done routinely 
and showed an oval area of radiolucence behind the heart. Barium studies 
confirmed the theory that this shadow was a gas bubble within a hiatal her- 
nia. No bubble was showed in the part of the stomach below the diaphragm. 
The colon was not involved. 4 references. 6 figures. 


Systematic Histopathologic Studies on the Esophagus of Tuberculous 
Patients. Peculiar Structure of Some Arteries of the Esophageal Submucosa 
(Ricerche istopatologiche sistematiche sulPesofago de soggetti tubercolotici. 
Di particolari strutture arteriose della sottomucosa esofagea). A. Cistaro, 
University of Parma, Parma, Italy. Oto-rino-laring. ital. 16:325-44, Fasc. 
5, 1948. 

The esophagus of 42 tuberculous patients were studied histologically 
postmortem. Many of these had, in addition to the pulmonary involvement, 
ulcerative changes in the larynx and gastrointestinal tract, yet very little evi- 
dence of tubercular involvement could be found in the walls of the eso- 
phagus or in its surrounding connective tissue or lymphatic structures. A 
subepithelial tubercular granuloma was demonstrated in | case; in another, 
there was a dehiscence in the mucous surface which led to a fistula coming 
through the esophageal wall from a caseating lymph gland at some dis- 
tance in the periesophageal connective tissues. Small arterial cross-sections 
were encountered in the submucous tissues. These vessels lacked elastic fiber 
layers and showed a layer of fibromuscular cells running longitudinally. 
The author was unable to prove that these vessels represented arteriovenous 
anastomosis but does not reject the possibility. 49 references. 6 figures. 
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Surgical Diseases of the Esophagus. 4/ton Ochsner and Michael De- 
Bakey, Tulane University of Louisiana School of Medicine and Ochsner 
Clinic, New Orleans, La. Laryngoscope 58:698-711, July 1948. 

The surgical diseases of the esophagus in this presentation are consider- 
ed from the standpoint of otolaryngologists and consist of carcinoma, benign 
stricture (usually caused by ingestion of sclerosing substances) and achalasia. 
Carcinoma and benign stricture represent a similar problem in that both 
produce an organic occlusion of the esophagus. Their difference is in the 
prognosis; one is malignant and progressive and the other is more or less 
stationary. Of 200 patients with carcinoma of the esophagus, 70 per cent 
were between the ages of 50 and 70 years, although the ages ranged from 
31 to 84 years. It appears that there is a greater appearance of carcinoma 
of the esophagus i in older people than in any other type of cancer. Al- 
though the etiology of esophageal malignancy is unknown, chronic irritation 
is probably important. Undoubtedly the presence of gastric cell rests in the 
lower end of the esophagus is a factor in the development of carcinoma 
in this area since the gastric mucosa is particularly susceptible to malignant 
change. Benign strictures, with the exception of an occasional congenital 
case and an inflammatory condition, are caused by ingestion of caustic sub- 
stances, (especially lye). Eighty per cent of cases of carcinoma of the eso- 
phagus occur in the thoracic area. Of the two types of carcinoma of the eso- 
phagus, the squamous cell lesion is more common than the adenocarcinoma. 
The latter almost invariably is located in the lower segment of the esophagus 
and probably represents an upward extension of gastric mucosa or it may 
originate in islands of misplaced or aberrant gastric mucosa. Esophageal 
cancer is a serious condition, because of its tendency toward rapid invasion 
and because of its propinquity to vital structures. Metastases to the regional 
lymph nodes, to those in the hilum of the lung and in the gastrohepatic 
omentum in low lying lesions are common. 

The symptoms of carcinoma are frequently minimal in the beginning. 
They may be intermittent and consist of a vague sensation of oppression 
or fullness in the thoracic or substernal areas, epigastric distress, heartburn, 
and increased salivation, usually associated with ingestion of food and fre- 
quently disappearing after meals. Dysphagia, which is often erroneously 
considered an early symptom, is first manifested as a sensation of food stick- 
ing in the throat. Benign strictures result primarily in dysphagia. If the 
stricture is impermeable, there is, in addition to difficulty in swallowing, 
increased salivation which frequently produces an overflow into the trachea 
and bronchi with the production of bronchiectasis. Diagnosis of esophageal 
strictures is not difficult. It should be suspected early in the individual who 
has symptoms referable to the retrosternal area. It is established or eliminat- 
ed by esophagography and esophagoscopy. Both are of importance, the for- 
mer because of the ease with which it can be performed and the latter not 
only because it permits the visualization of the tumor but also permits the 
removal of a piece of tissue for biopsy. The only curative treatment for 
esophageal carcinoma is surgical extirpation of the lesion. In the benign 
stricture, dilatation early in the course of the condition may relieve the steno- 
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sis but in the high grade stenosis, extirpation of the benign stricture also 
becomes necessary. With the introduction of adequate preoperative prepara- 
tion, the development of better technic and the employment of good anes- 
thesia, it is now possible to resect the esophagus in any portion and usually 
reestablish the continuity of the digestive tube by esophagogastrostomy. 
Careful preoperative preparation of the patient is extremely important since 
many of these patients have lost weight because of the obstruction of the 
esophagus by the constricting lesion. Restorative measures include institu- 
tion of a properly planned liquid diet with a high caloric diet and vitamin 
content supplemented by parenteral administration of fluids, electrolytes, 
vitamins and whole blood. Although preliminary gastrostomy is usually es- 
sential in cases of benign stricture in order to maintain nutrition, in our 
experience it has been found usually unnecessary and occasionally disadvan- 
tageous in cases of carcinoma. Transfusion of large amounts of whole blood, 
often as much as 3,000 cc. during preoperative preparation, is important 
to bring the circulating blood volume to normal levels. 

Lesions of the lower esophagus represent less of a technical problem 
than those higher in the esophagus in the region of the hilum or in the 
upper part of the thoracic esophagus. The former are approached through 
a transthoracic incision, mobilizing the esophagus and the stomach after in- 
cising the diaphragm. Wide resection of the lesion is done and an esopha- 
gogastrostomy performed. In high-lying lesions, it is necessary to mobilize 
the esophagus from behind the arch of the aorta and perform the esophago- 
gastrostomy above the arch of the aorta. Pleural drainage is instituted unti] 
there has been complete reexpansion of the lung. Antibiotics are used post- 
operatively to control infection. Generally the patient is allowed to have 
tap water as soon as he has completely recovered from the anesthetic. The 
mortality rate in these cases is still high. There are several reasons for this. 
Most of the patients are extremely debilitated when they are operated upon 
and in patients with malignant tumor, the lesion frequently is not diagnos- 
ed until it is so far advanced that a cure is impossible. The authors’ series 
of 200 cases, exploration was considered justifiable in only 58 (29 per cent); 
only 16 per cent of the entire series were resectable but with refinements 
in technic and improvements in preoperative and postoperative management, 
the mortality rate has been reduced from about 70 per cent before 1945 
to around 31 per cent in 1945 and it is now about 20 per cent. Of the 101 
patients in whom there has been a follow-up, resection was done in 51 per 
cent. Fifty-one per cent were alive at the end of one year, 22 per cent were 
alive at the end of two years, and 10 per cent at the end of five years. Achal- 
asia, or cardiospasm, although not common, is an important lesion. It com- 
prises about 17 per cent of esophageal lesions. The majority of patients 
can be treated conservatively but about one-fourth of these will not be re- 
lieved and will require surgical therapy. The mortality rate from surgical 
therapy cannot be disregarded. In a previous communication the authors 
found that in a series of 804 cases treated conservatively, the mortality rate 
was 2.8 per cent whereas in 239 collected cases in which operation was done, 
the mortality rate was 4.2 per cent. There are a number of procedures which 
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have been advocated for correction of achalasia. The one which the authors 
have performed most often and which they prefer is esophagogastrostomy. 
Although this operation can be done through a transthoracic approach, it 
is the authors’ opinion that it is best in true achalasia with enlargement and 
elongation of the esophagus to perform the operation transabdominally. Be- 
cause of the elongation of the esophagus, it is possible to mobilize the lower 
end of the esophagus and bring it into the abdomen for a distance of 15 
cm. which permits the easy performance of the esophagogastrostomy. 34 
references.—A uthor’s abstract. 


Anesthesia in Thoracic Surgery with Special Reference to Surgery of 
the Esophagus. Sydney B. Lyons, Mount Sinai Hospital, New York, N.Y. 
New York State J. Med. 48:1943-47, Sept. 1, 1948. 

Anesthesia is especially important in surgery of the esophagus. Pre- 
anesthetic medication is less than with the average surgical patient because 
the vital capacity of most of these patients is greatly reduced and the thres- 
hold of the respiratory center should not be too much elevated. The more 
important phenomena of anesthesia are respiratory, circulatory and reflex. 
The first respiratory phenomenon occurs when the pleural cavity is entered. 
Unless guarded against, sudden and rapid collapse of the lung on the cor- 
responding side occurs and is often followed by a sudden shift of 
the mediastinal viscera, respiratory embarrassment and circulatory collapse. 
Complete collapse of the lung should not be permitted at any time during 
the operation. The surgeon should inform the anesthetist when the chest 
is about to be opened. The accidental opening of the opposite pleural cavity 
is usually fatal within one to three days unless quickly and thoroughly clos- 
ed. A bilateral pneumothorax is almost always fatal when the vital capacity 
is already diminished. An effort should be made to make the chest airtight 
upon completion of the operation but this is difficult to accomplish surgi- 
cally. An anesthetic-surgical technic for obtaining an airtight chest closure 
has been developed and used with good results. Failure of complete post- 
operative lung expansion may result from air being sucked into the chest 
between the wound sutures, or by the rapid absorption of oxygen from the 
alveoli. The latter may be avoided by replenishing the inspired atmosphere 
with nitrogen or helium upon completion of the operation. These are inert 
gases requiring sixteen to eighteen times longer than oxygen to be absorbed 
from the alveoli. This may be done by direct mouth to bag insufflation 
or by adding nitrogen or helium to the inspired mixture. Slight pulmonary 
overexpansion should be maintained until the wound is completely closed, 
dressing applied and underwater drainage effected. Efficiency of the tech- 
nic is checked by serial roentgenograms immediately after operation and at 
four, eight, twelve and twenty-four hour intervals. The lungs have remain- 
ed fully inflated during the entire postoperative period in the last 23 cases 
where this closure technic was used. There was neither respiratory embar- 
rassment nor complications and aspiration was unnecessary. Induction of gas- 
eous anesthesia complemented by ether is the preferred anesthetic. The 
carbon dioxide absorption technic is exclusively used. Preliminary transoral 
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tracheal intubation is always done to assure a patent airway and permit com- 


plete control of the gaseous interchange to and from the + benign: 7: eaten 
ces. 


The Management of Lye Burns of the Esophagus. Gilbert E. fisher 
and James J. Hicks, Medical College of Alabama, Bivminghan; Atay South. 
M. J. 41:591-97, July 1948. my 

The methad of treatment used for 34 patients during: the past year 
is presented. Immediately after a patient has swallowed lye he is given 
a mouthwash. with a weak solution of acetic acid and told to: swallow: a 
small amount of it. This is followed by a mouth wash and the swallowing 
of a mild, bland oil. A nasal tube is then inserted into the stomach and 
the stomach.is, washed thoroughly with dilute acetic acid and. water.: A 
bland oil is then-instilled through the nasal tube into the stomach. The tube 
is left in place for three days, so that a high caloric, high: vitamin diet may 
be given. On: the fourth day esophagoscopy is performed to determine. the 


extent of the damage produced in the :sesophageal mucosa. If only: smabl. 


areas of the esophagus are burned the patient is started on daily dilatations 
of the esophagus using a rubber mercury-filled bougie. The size of: the 
bougie depends upon the size and age of the patient. If the patient is a 
child size 22 to 26 F. is used and size 40 if an adult. After tenor twelve 
dilatations these patients usually need no further treatment. In those who 
receive burns at varying levels in the esophagus, where the entire circum- 
ference of the mucosa is involved, daily dilatations are begun using the 
E.N. Broyles esophageal dilator, as tolerated. The olive: shaped metal di- 
lators vary in size from 12 to 32 F. If the dilatation can be carried .out 
successfully at the beginning, the patient is placed on a liquid or semisolid 
diet at once. A large percentage of these patients can be cared for success- 
fully in this manner if the dilatation can be done daily. It is of paramount 
importance that these patients be seen daily for at least two weeks to make 
sure that they are getting adequate caloric and fluid intake and that swallow- 
ing is unimpaired. Any secondary infection which might develop must be 
treated chemotherapeutically. Greatest difficulty arises in those patients who 
are not seen in the clinic until several days after the lye burn has occurred. 
They may have been unable to swallow any soft or liquid food following 
the accident and are usually markedly dehydrated, temperature is elevated 
and they will be complaining of varying degrees of pain on swallowing. 
Esophagoscopy' must then be carried out at once to try to determine the 
exact extent of mucosal damage. If the burn is of severe intensity and lo- 
cated in the hypopharynx and upper one-third of the esophagus, dilatation 
may be difficult. This is especially true if the patient is a small child. The 
constriction of the burned area may be so intense that only the small flexible 
tip of the Broyles dilator will pass through the burned area. Such a patient 
will have to be dilated daily or every other day, always endeavoring to pass 
the largest possible dilator without stretching the burned area more than 
it will tolerate. Patients have been seen in whom the esophagus could be 
dilated easily and successfully from size 14 to 16 F. in a few days. This 
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size dilatation can then be maintained only by frequent repetition of the 
dilatation over a month’s duration. Then, and only then, can the time in- 
terval of dilatations be safely diminished to twice weekly. This procedure 
can then be carried out at weekly intervals for an indefinite period of time. 

It is most difficult to get many parents to see the absolute necessity 
of bringing their children to the clinic each week or ten days for repeated 
dilatations. We have frequently dilated a severely burned esophagus suc- 
cessfully, while the child is in the hospital under daily observation, only 
to have the parents take the child home and not return for a month. At 
this time the child will return with a marked constriction of the burned 
area and in some cases with the burned area completely stenotic. It is then 
necessary to perform a gastrostomy and treat the patient for dehydration 
and emaciation. Following this, when the patient has been restored to such 
a condition as to be considered a good surgical risk, it has been found neces- 
sary, in some cases to perform an intrathoracic esophagogastrostomy and 
elevate the stomach above the stenotic area. In those individuals who can 
be kept under observation, the partially stenotic esophagus can be easily cared 
for by merely dilating it quickly and painlessly at weekly or biweekly in- 
tervals. If the esophagus can be dilated satisfactorily to a point where the 
patient can take a nourishing soft or semisolid diet, no further difficulty 
need be encountered if dilated regularly. The exception occurs during a 
period when an acute upper respiratory infection, acute tonsillitis or pharyn- 
gitis develop. At these intervals smaller dilators must be used to keep the 
esophageal lumen patent since during such infections the lumen diminishes 
in size because of edema or hyperemia of the esophageal mucosa. A compli- 
cation arises occasionally when a foreign body (food) larger than the 
stenosed area, lodges above the stricture. When this occurs esophagoscopy 
and removal of the foreign body must be carried out. 10 figures——A uthor’s 
abstract. 


The Surgical Treatment of Obstructive Lesions of the Esophagus. 
James M. Mason, III, Birmingham, Ala, Ann. Surg. 127:1067-78, May 
1948. 

In achalasia, when dilatation has failed, the author advocates the plastic 
procedure popularized by Bell, Grimson, Oschner, DeBakey and others. 
This is, in effect, the Finney pyloroplasty, applied in reverse manner at the 
cardiac orifice. In each of these patients the condition was entirely relieved, 
rapid gain in weight resulted, and has been maintained. In three high eso- 
phagogastrostomies, anastomosis was done at the level of the aortic arch in 
2 instances and at the level of the suprasternal notch in | instance. No techni- 
cal difficulties were encountered in any of the operations. One was entirely 
successful and the patient has remained well. Two did not survive. In the 
stricture high in the cervical esophagus of four months’ duration dilatations 
failed, as the stricture was impassable to the smallest bougie. Gastrostomy 
was performed and, after the patient’s nutrition had been restored, a plastic 
procedure was carried out. The cervical esophagus was exposed through a 
left lateral cervical incision. The strictured area was incised longitudinally, 
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a nasal tube was passed into the esophagus through the stricture and into 
the stomach; the distal end was brought out through the gastrostomy open- 
ing. A string was attached to the lower end of the nasal tube and was pulled 
through the strictured area and out of the mouth. The tube was then re- 
moved and a bougie was placed within the constricted area and anchored 
by a string attached to each end. The wound was closed in two layers over 
the bougie. Gentle traction on the string gave early motion to the bougie 
and prevented the development of adhesions at the strictured area. The 
wound healed by first intention. The patient has remained well, has gained 
weight and can eat anything that he desires. One patient gave a history of 
peptic ulcer of several years standing. More recently he had suffered from 
dysphagia. Esophagoscopy revealed a tumor projecting into the lumen of 
the esophagus at the esophago-gastric junction. A specimen taken for biopsy 
showed carcinoma of the stomach. The carcinoma was treated by transthora- 
cic approach, with resection of the distal end of the esophagus and upper 
two-thirds of the stomach with intrathoracic esophagogastrostomy. Unevent- 
ful recovery took place. 25 references. 7 figures.—Author’s abstract. 


Peptic Ulcer of the Esophagus. Report of a Case. Gertrude R. Holmes, 
Greenville, 8. C. J. South Carolina M.A. 44:193-95, June 1948. 

A 54 year old white man was operated upon for a perforated duodenal 
ulcer six years after it was first diagnosed. The perforation was closed and 
convalescence was uneventful. Abdominal pain after meals with considerable 
eructation developed about four years later. Roentgenograms showed an 
apparently normal esophagus but extremely large stomach. Most of the 
barium remained in the stomach five hours after ingestion. Severe epigastric 
pain developed followed by a board-like rigidity of the abdomen and mild 
shock. Operation showed complete pyloric obstruction and much duodenal 
scarring but no recent perforation. A posterior gastrojejunostomy was done. 
Pain in the left chest developed the following day and pneumonia or atelec- 
tasis of the lower left lobe was diagnosed. He became much worse the next 
day. A large pleural effusion was showed by roentgenogram and about 
1,000 cc. turbid brown fluid with a fecal odor was aspirated. Death oc- 
curred during aspiration. Autopsy showed atelectasis of the left lung and 
a 1 cm. ragged perforation of the lower end of the esophagus. The per- 
foration was in the center of a 2 cm. ulcer with a necrotic base. Another 
fairly deep ulcer 2.5 by 1 cm. was at the same level. An old ulcer completely 
obstructed the pylorus. Peptic ulcer of the esophagus is not especially rare 
but is often missed. Either aberrant gastric mucosa or a patent cardia per- 
mitting a retrograde flow of gastric juice is necessary for its production. 
There may be no symptoms or symptoms resembling a functional distur- 
bance may be diagnosed as a psychoneurosis. There is usually retrosternal 
pain extending through to the back and occurring earlier than with gastric 
or duodenal ulcer. Treatment is the same as for peptic ulcer in general. 
Direct application of 10 per cent silver nitrate to the ulcer and temporary 
gastrostomy have both been recommended. Failure to find perforation of 
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any abdominal viscus in this case should have caused an intrathoracic sur- 
gical emergency to be suspected. 6 references. 


Acute Esophageal Ulceration Associated with Intranuclear Inclusion 
Bodies. Philip H. Hartz and Ary van der Sar, Public Health Service, Cura- 
cao, Netherlands West Indies. Gastroenterology 11:337-40, September 
1948. 

In 1943 Pearce and Dagradi reported 4 cases of acute ulceration of 
the esophagus with intranuclear inclusion bodies in the epithelium border- 
ing on the ulcers. In 2 cases the ulcers were rounded, which is unusual in 
acute esophageal ulceration. In 2 cases the cause of death was ulcerative coli- 
tis and since inclusion bodies of the type found by Pearce and Dagradi are 
good presumptive evidence of virus infection it was suggested that esopha- 
geal ulcers and ulcerative colitis and eventually regional enteritis might be 
caused by the same virus. In a 49 year old woman who died of pulmonary 
tuberculosis complicated by tuberculosis of the larynx and of the left kid- 
ney, small rounded ulcers were found in the lower third of the esophagus. 
There was also acute pseudomembranous inflammation of the terminal 
portion of the ileum. Microscopic examination of the esophagus revealed 
the presence of intranuclear inclusion bodies in the epithelium bordering 
on the ulcers. They were almost identical with those described by Pearce 
and Dagradi and resembled those caused by virus infection in rabbits. No 
inclusion bodies were found in the ileum. Though this case brings the prob- 
lem of the etiology of ulcerative colitis and regional enteritis no nearer to 
its solution, it stresses the necessity of the microscopic examination of 
seemingly unimportant lesions of the gastrointestinal tract. 4 references. 2 
figures.—A uthor’s abstract. 


Surgical Management of Intrathoracic Esophageal Lesions. Roland 
D. Pinkham, Seattle, Wash. Northwest Med. 47:496-98, July 1948. 
During the past few years remarkable developments have been made 
in the entire field of intrathoracic surgery. Among these is the present day 
surgical management of lesions of the thoracic esophagus. In the past, the 
surgeon who occasionally attempted an esophageal resection often questioned 
the value of such procedures because of the excessive mortality and the pro- 
longed morbidity incident to esophageal reconstruction. The main problem 
we have faced in the past has been primarily technical difficulties of anes- 
thesia and the difficult problem of establishing continuity between the re- 
sected or shortened esophagus and the gastrointestinal tract. Many surgeons 
have described actual or theoretical procedures to bridge this gap with varied 
degrees of success. The former skin-tube or subcutaneous stomach or jejeu- 
nal transplant merits considerable historical interest but until recently these 
procedures have been. the accepted technic since the days of Torek, Roux, 
and others who described them many years ago. Nowadays we feel 
the operation outlined by Garlock, Sweet and others in which the stomach 
is transplanted into the thorax and united with the shortened esophagus, 
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following the resection of the tumor, is the only procedure worthy of men- 
tion. The basic technic was devised originally for lesions of the cardia and 
lower esophagus but as success followed its use it was modified so that high- 
er esophageal lesions could be included. At present, lesions of the entire 
thoracic esophagus can be resected successfully with the transplantation of 
the stomach into the thorax. The mortality and technical difficulties vary 
directly with the height of the esophageal lesion. A series of 9 patients with 
carcinoma of the cardia, operated upon at the Stanford University Hospital 
from 1940 to 1945, reported by Nagle, included no operative deaths and 
uniformly good results. Churchill and Sweet have reported several series 
of cases of carcinoma of the lower esophagus, in which the lower esophagus 
was resected and an esophagogastrostomy performed. Their operative mor- 
tality was about 5 to 10 per cent and the functional results were extremely 
gratifying. The per cent of five year cures cannot be stated because to date 
no series has run for that period of time. The purpose of this paper is to 
report on the status of thoracic esophageal resections, with the establishment 
of an esophagogastric anastomosis at or above the arch of the aorta and to 
add 4 cases to the literature. There are many series of cases now which have 
dealt with lesions at this site, in which the operative mortality has run 
around 50 to 75 per cent. The operative results in those patients who sur- 
vived the procedure have been most gratifying. They are able to lead nor- 
mal lives, enjoy regular diets and, for the most part, are free from any 
gastrointestinal or cardiorespiratory complaints. Technically, the operation 
is tedious, the average length of time necessary to perform the procedure 
lies in the neighborhood of three to five hours. Briefly, the procedure is 
as follows: the left chest is opened through the bed of the sixth or seventh 
rib. The lung is packed away and the posterior-inferior mediastinum is open- 
ed after severing the inferior pulmonary ligament. The esophagus is identi- 
fied and freed superiorly to the site of the lesion which in these cases 
lies at or above the arch of the aorta. By sharp and blunt dissection the 
tumor is freed from the surrounding tissues and the esophagus is dissected 
well above the arch of the aorta above the tumor mass. The pleura is open- 
ed at this site which will then allow the esophagus to be transplanted an- 
teriorly to the arch of the aorta. The diaphragm is then opened in the sagit- 
tal plane and the cardia of the stomach is freed from the surrounding tis- 
sues. 

The greater curvature of the stomach is freed from its mesentery as 
far as is necessary to allow the stomach to be rotated on the lesser mesen- 
tery to the height in the thorax necessary for esophageal anastomosis. The 
lower end of the esophagus is severed near the cardia; the latter is closed 
over by a continuous row. of gastrointestinal sutures, reinforced by inter- 
rupted nonabsorbable sutures. The esophagus is then passed anterior to the 
aorta through the previously made pleural opening. The stomach is brought 
into the thorax and anastomosed to the esophagus at the most proximal 
point. The technic of anastomosis is simple, though it is imperative that it 
be performed correctly, hoping thereby to reduce the danger of subsequent 
stricture formation. Because of difficult exposure encountered with high 
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lesions, technically the anastomosis may be extremely difficult. A double 
row of nonabsorbable suture material is used. The outer row unites the 
serosa of the stomach to the outer muscle wall of the esophagus; the inner 
row approximates the mucosa and submucosa of the stomach to that of the 
esophagus. The anastomosis is done via the open technic but special attention 
is paid to spillage. Following the anastomosis a Levine tube is passed through 
the nose and esophagus into the transplanted stomach pouch above the dia- 
phragm. The diaphragm is closed without tension about the stomach and 
that portion of the stomach lying above the diaphragm is tacked loosely to 
the pleura and mediastinum at several points. The chest wall is then closed 
in layers following inflation of the lungs. Drainage of the chest cavity is 
usually not employed except in those cases in which the right chest has been 
inadvertently entered in freeing the tumor mass. Antibacterial therapy is 
given both intrapleurally as well as by femorally following surgery. Nasal 
oxygen is given postoperatively as necessary. Liberal use of blood is made 
at the time of surgery and postoperatively. Adequate replacement should 
be made at all times. 

The author has had an opportunity to perform this operation on 4 
patients for carcinoma of the upper midesophagus in the past year and a 
half. Two of these patients are alive and well. Of the remaining 2, 1 died 
six weeks postoperatively as the result of erosion of the residual tumor into 
the trachea and esophagus producing an esophagotracheal fistula; the other 
died of shock and atelectasis on the second postoperative day. One case re- 
ported deals with a lesion at the arch of the aorta which was resected and 
an esophagogastric anastomosis made behind the arch of the aorta. Three 
cases were of lesions that lay above the arch and anterior transplantations 
of the esophagus were made and another anastomosis made above the arch 
of the aorta. The last patient, as previously noted, died on the second post- 
operative day as a result of shock and atelectasis. The remaining patients 
did well postoperatively and left the hospital within two weeks following 
surgery. It is interesting to note that in all these cases, though technically 
operable, the patients were known to have neoplastic tissue remaining either 
at the site of the lesion or in neighboring glands. If these patients could 
have been operated upon at an earlier date, undoubtedly the immediate 
operative and over-all mortality would have been considerably less. Jejunos- 
tomies are advocated only in those cases where the general nutrition of the 
individual is below satisfactory level and where the protein metabolism is 
suppressed. Preliminary jejunostomy with preliminary feedings are seldom 
used, simply because of the delay in resecting the tumor. If the patient is 
emaciated, the probabilities are that the lesion is inoperable. We have pri- 
marily confined jejunostomies to those patients with benign structures or 
slow-growing tumors. Whether this procedure will stand the test of time re- 
mains to be seen. Certainly we have just begun to realize some of its possibil- 
ities.—A uthor’s abstract. 
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Surgical Treatment for Carcinoma of the Esophagus. Philip Thorek, 
Chicago, Ill. Illinois M. J. 92:329-37, December 1947. 

For reference to lesions, division of the esophagus into three zones is 
suggested. Zone | includes that part of the esophagus between the base of 
the neck and the superior aspect of the aortic arch. Zone 2 extends from 
just above the aortic arch to just below the level of the inferior pulmonary 
vein. Zone 3 includes the lower fourth of the esophagus, the cardia and 
fundus of the stomach. Operative procedures in zone 1 are still being per- 
fected. Procedures in the other zones are standardized. A typical case of 
esophageal carcinoma in zone 2 is reported and the surgical management 
is described. The operation is essentially a partial esophagectomy and par- 
tial gastrectomy with a supra-aortic intrathoracic esophagogastrostomy. A 
thoracic approach is described. A typical case of carcinoma in zone 3 is re- 
ported and the surgical management is also described. In this instance a 
thoracicoabdominal approach is used, beginning with an upper left rectus 
incision through which the abdomen is explored. The incision can be ex- 
tended over the costal arch and through the seventh left interspace if an 
operable lesion is found. Partial resection of the esophagus and stomach is 
done, followed by an infra-aortic anastomosis. Improved surgical technics, 
competently administered positive pressure anesthesia, chemotherapy and 
expert preoperative and postoperative care are factors in making carcinoma 
of the esophagus a curable disease. 26 references. + figures. 


Carcinoma of the Oesophagus. A Clinico-Pathological Study. Roland 
W. Raven, London, England. Brit. J. Surg. 36:70-73, July 1948. 

The development of the surgical treatment of carcinoma of the esopha- 
gus constitutes one of the most important advances in surgery during the 
present decade. This study was undertaken to elucidate certain problems in 
connection with the pathology of the disease, when patients reach the hospi- 
tal for treatment, to learn more of the early symptomatology. The basis 
of this paper is a series of 277 patients studied from the clinicopathologic 
standpoint. There are 216 males (77.9 per cent) and 61 females (22.0 per 
cent); the majority of patients are in age group 61 to 70 years and thus 
present the general problems of surgery in the aged. In a large number 
of patients there was a long time lag between the onset of symptoms and 
the beginning of treatment; the symptoms were present for periods longer 
than six months in 25 per cent of patients. The onset of the disease is very 
insidious and it is likely to have a latent silent period at the beginning. A 
marked degree of proliferation into the esophageal lumen must occur be- 
fore dysphagia is produced. The patient is frequently unable to describe 
the initial symptoms accurately and speaks of abnormal sensations beneath 
the sternum (aching or burning pain); a queer feeling on swallowing and 
perhaps a fleeting sensation of a food or liquid hold-up. When the carcino- 
ma is situated in the upper third of the esophagus the first symptom may 
be dysphagia; if in the middle third, there is discomfort after food; if in 
the lower third, there may be regurgitation of food. With experience the 
surgeon can pick out the most suitable patients from the operative viewpoint, 
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including those with a short history, partial dysphagia, minimal loss of 
weight and strength and who are in good general condition. The patient 
with complete dysphagia, wasted, severely anemic and possibly cachetic is 
often beyond surgical help but there are borderline cases where an explora- 
tory thoracotomy should be performed to determine operability. Signs indi- 
cative of advanced disease apart from obvious ones such as an enlarged 
liver, enlarged lymph nodes, pleural effusion, etc., are a severe degree of 
anemia, slight persistent fever, clammy skin and a marked loss of weight. 
In 42.5 per cent of patients on whom autopsy was done, there was no evi- 
dence of metastases. Even though no metastases are present, the esophageal 
growth may be adherent to vital structures such as the aorta or root of the 
lung, precluding removal. 

The duration of survival with all methods of treatment, excluding 
surgical excision, has been estimated. After gastrostomy, 53.2 per cent of 
patients died within three months and 75 per cent within six months. Of 
patients treated by high-voltage roentgen irradiation, 30.6 per cent died 
within three months and 55 per cent within six months. This form of treat- 
ment has palliative value and in isolated cases more permanent benefit may 
result, as in 1 patient who survived four years. With radium treatment 
37.2 per cent of patients died within three months of treatment and 76.7 
per cent within six months. The most common site for cancer in the esopha- 
gus is the middle third, followed by the lower third and then the upper 
third. It is usually a squamous cell carcinoma; 2.8 per cent of cases had a 
columnar cell growth. Metastases were present in 57.4 per cent and absent 
in 42.5 per cent. Widespread metastases may occur and nearly all organs of 
the body are involved. The regional lymph nodes are frequently affected, 
in the first instance those which lie in close proximity to the esophagus at 
the bifurcation of the trachea and along the lateral aspect of the organ. 
Attention is called to the frequency with which the lymph nodes along the 
lesser curvature of the stomach and in the region of the celiac axis artery 
are involved by carcinoma in the lower third. Submucus spread in the wall 
of the esophagus is important; at operation for excision careful palpation 
is essential to insure that the line of suture passes through normal tissue 
and, when roentgen irradiation is given, the fields must be mapped out 
making allowance for possible submucous spread beyond the borders of the 
tumor as outlined radiologically. On account of the age-incidence of this 
disease a large number of other lesions are present. The surgeon must be 
aware of the general level of health of these patients. An investigation was 
made to determine the type and frequency of nonmalignant lesions in this 
series. 9 tables.—A uthor’s abstract. 


Treatment of Deep-Seated Malignant Tumors with Multiple-Port 
Technic Simulating Rotation Therapy. /ra 1. Kaplan and Sidney I. Etkin 
Bellevue Hospital, New York, N. Y. Radiology 51:188-204, August 1948. 

Radiation therapy of deep seated carcinoma has always presented the 
problem of getting a sufficient dose of roentgens into the tumor and yet 
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preserving the skin and surrounding tissues. A high percentage of deep 
seated carcinomas are essentially amenable to external radiation therapy; an 
improvement in technical details may insure curability of a certain number. 
By means of physical calculation and measurements we can demonstrate that 
it is possible to introduce adequate cancer sterilizing doses into deep seated 
tumors with 200 kv. radiation. The determining factor of whether or not 
cure can be affected will be the histologic responsiveness of the tumor, not 
simply the dose administered to the tumor. For this reason, we planned a 
suitable rotation technic which, on the basis of physical measurements and 
considerations, has showed that with multiple port radiation, a tumor dose 
which is probably adequate can be applied to these deep seated malignancies. 
Even for palliation a high total dosage is necessary. Originally, the technic 
was planned for carcinoma of the esophagus; it has also been used for neo- 
plasm of the lung parenchyma and hilar regions, although the outlook for 
carcinoma of the bronchus may be less favorable. Esophageal carcinoma 
commonly produces symptoms in a fairly early stage, while patients with 
bronchogenic carcinoma frequently have regional lymphatic metastasis by 
the time the primary lesion can be clinically recognized. In squamous cell 
carcinoma it 1s often found that 25 per cent more dosage is required to 
destroy a lymph node than is required to destroy the primary lesion itself. 
For this reason we frequently fail to get an adequate patient survival even 
though the primary tumor maybe sterilized. The palliation effect is mark- 
ed. In all our esophageal cases the patients were able to swallow normally 
after administration of an adequate tumor dose. The disadvantage of rota- 
tion therapy is due to the necessity of irradiating normal tissue and possible 
damage may follow the tumor dose which can be given and which is limited 
by the total energy absorption that the patient will tolerate. In spite of this 
apparent objection, rotation treatment has much to recommend it because 
it permits of an even irradiation of the whole tumor. It is the most effective 
method of delivering a suitable depth dose to the lesion while at the same 
time causing little discomfort to the patient. Although a large volume of 
tissue is irradiated, each area received a relatively small amount because of 
the great number of portals used, requiring a smaller number of treatments 
to each. The interval between treatments to a particular port is great enough 
to allow the overlying tissue to recuperate before it is again treated. In this 
way there is a maximum tumor effect with a minimum damage to normal 
structure. In none of the patients treated by, us did this rotation technic 
produce a leukopenia. Case histories are cited demonstrating the method 
of treatment and the results obtained. Details of the technic with illustra- 
tions of the cases treated are given. 19 references. 12 figures.—Author’s 
abstract. 


References to Current Articles 


Thoracic Stomach Produced by Esophageal Hiatal Hernia and Congenital 
Short Esophagus. F. Johnson Putney, Jefferson Hospital, Philadel- 
phia, Pa. Ann. Int. Med. 28:1094-1105, June 1948. Thoracic stomach 
is rare. Etiologically two types are distinguished: (1) congenital (em- 
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bryonic malformations); (2) acquired (direct or indirect traumas). 
Roentgenography is in dispensable in all cases for proper diagnosis. 24 
references. 65 figures. 


MISCELLANEOUS 


Altered Melody of Language (“Dysprosody”) as an Element of 
Aphasia. G. H. Monrad-Krohn, Neurological University Clinic, Oslo, Nor- 
way. Acta psychiat. et neurol. 50:204-12, Suppl. 46, 1947. 

The author describes an interesting disorder of speech occurring in a 
30 year old woman who, during an air raid in Oslo in 1941, was hit by a 
metallic fragment destroying a large part of her left cerebral hemisphere. 
She gradually recovered from a severe right hemiplegia and a nearly com- 
plete aphasia. As she regained her speech and learned to express herself 
fairly fluently, she had acquired a distinctly foreign accent with the result 
that most people took her for a German (Her parents were Norwegian, so 
is her husband, and she has never had anything to do with foreigners 
and has never been out of the country.) When first seen by the author in 
September 1943, she spoke fairly fluently but with such a distinctly for- 
eign accent the author thought she might be a foreigner. Examination show- 
ed: an extensive scar in the left fronto-temporo-parietal region with a cor- 
responding defect in the cranium; a slight left ptosis; left pupil slightly 
larger then right; deep reflexes brisker in right limbs than in left and slight 
loss of power in right lower leg; normal tonus and no disturbance of sen- 
sory loss or coordination; extensor plantar response on the right; slight 
retardation of movements of both right limbs; abdominal reflexes equal 
except immediately after a generalized convulsion, when abdominal reflex- 
es were weaker on the right (at the same time an extensor plantar response 
was obtainable on both sides) ; stance and gait normal. Encephalography dis- 
closed a large defect of the left hemisphere. 

She was given a complete psychosomatic examination according to the 
author’s plan for examination of psychosensory and psychomotor distur- 
bances (J. Ment. Sc. October 1917; Clinical Examination of the Nervous 
System, ed. 8, 1947. ed. 9, 1948). In the tests of group I (perception as 
evidenced by spoken response) she betrays some paraphasia and jargona- 
phasia but does not fail in any test. Only in the tests of subgroup I, 2c, 
after some hesitation she says “such matches” instead of “matchbox” and 
“light the lamp with” instead of electric switch. In the tests of group II 
(perception as evidenced by written response) there is considerable literal 
paragraphia and some perseveration and she fails completely in a number 
of tests. When writing she will constantly spell aloud or whisper the words 
before writing (regression to a more primitive stage of speech development). 
She seems to have more difficulty in writing with capital letters. The tests 
under group III (perception as evidenced by “practical” response) she 
managed well but it is noticed that she will constantly repeat the examiner’s 
requests aloud before carrying them out. In her spontaneous speech there 
is some agrammatismus, both in the choice of pronouns and in the forma- 
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tion of sentences (she seems to avoid complicated sentences); her aggram- 
matismus is not pronounced. The characterization of her speech is her brok- 
en foreign accent and her completely changed melody of language. Regard- 
ing her musical faculties nothing abnormal can be found; her sense of rhy- 
thm (tested by drumming on the table) seems to be quite acute. When 
the examiner starts humming any well known tune, she joins in at once and 
continues by herself true to time and tune. She has never been caught sing- 
ing a false note. She.can give the names of several of the best known tunes 
but not all. Some of them she can sing with correct words. Those she can- 
not name correctly nor sing with correct words, she can hum correctly. A 
steady improvement seems continually to be taking place. 

Introducing this rather unusual case the author states “That neurologi- 
cal genius Hughlings Jackson, whose clinical intuition has anticipated so 
many discoveries of later days, said: ‘The aphasic patient is speechless, not 
wordless’, thus emphasizing that language comprises more than mere 
words. The grammatical inflections and the syntactically correct sequence 
of the words are also necessary items of language. So is also the rhythm 
and melody of language, the accent as it is popularly termed.” He also 
mentions that Pick has described a similar case where environmental in- 
fluences could not be excluded with the same certainty as in this case, and 
that Pick also mentions briefly another case of altered accent associated with 
agrammatismus and underlines this combination. 

The conclusions reached are as follows: (1) the melody of the spoken 
language (the accent may not only be lost [as probably due to extra-pyrami- 
dal (lenticular? ) lesions] but may also be altered in consequence of a cere- 
bral lesion, which also causes dysphasia (the exact localization of which can- 
not be determined); (2) there need be no proportional relation between this 
alteration of accent and the other elements of dysphasia (loss of vocabulary 
and agrammatismus); (3) such alteration of the melody of the spoken lan- 
guage can exist without any demonstrable disturbance of musical faculties. 
The melody of the spoken language then seems to be relatively independ- 
ent of the other elements of spoken language (vocabulary and grammatic 
functions) and completely independent of the musical faculties, not only 
in functional respect but also regarding the anatomic substratum. The 
melody of the spoken language has a propositional function and cannot be 
regarded as a musical phenomenon. He proposes that the faculty of giving 
the words their right accent (in both stress and pitch, a propositional facul- 
ty conveying different shades of meaning) be called prosody or the prosodic 
faculty of speech and that the disorder, here described, be called dysprosody. 
3 figures.—A uthor’s abstract. 


Relief of Trismus in Intraoral Cancer. Joseph G. Schoolman, Univer- 
sity of Illinois, College of Medicine and National Cancer Institute, Chicago, 
Til. Eye, Ear, Nose & Throat Monthly 27:269-70, June 1948. 

Unilateral malignant growths in the posterolateral aspect of the mouth 
frequently result in trismus that prevents intra-oral radiation therapy, in- 
terferes with the maintenance of oral hygiene and complicates feeding. The 
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trismus is the result of a number of factors such as pain, invasion of sur- 
rounding areas, metastases and local reaction to radiation therapy. Radiation 
necrosis of soft tissue was encountered but the mandible was not affected 
in our patients. The temporomandibular joint was not involved in the dis- 
ease or in the fixation of the mandible. The mechanics of the joint are 
simple. Relaxation of the muscles allows the mandible to drop. Closure is 
affected by the action of the masseter, temporal and internal pterygoid mus- 
cles. Surgical relief of trismus is accomplished by the separation of these 
muscles. The skin incision is made just above the lower border of the 
mandible from the angle of the jaw to the anterior edge of the masseter 
muscle and is carried down to the bone. A sharp elevator or scissor used to 
separate the insertion of the muscle and allow it to retract. The anterior 
edge of the ramus is exposed and the attachment of the temporal muscle to 
the coronoid process can be severed. Care must be taken during the separa- 
tion of the internal pterygoid to prevent injury to the inferior dental divi- 
sion of the inferior maxillary nerve. Following this procedure the mouth 
can be opened from 2.5 to 3.0 cm. The splinting of the bone by adjacent 
nodes, fibrosis and lymphedema may, restrict the amplitude of the resul- 
tant movement.—.1 uthor’s abstract. 


Some Otic Complications of Streptomycin Therapy. Frank B. Snell, 
U.S. Marine Hospital, Baltimore, Md. Mil. Surgeon 102:202-205, March 
1948. 

The most common subjective symptoms are vertigo, tinnitus and de- 
creased auditory acuity; of these, vertigo is the only persistent symptom. 
Patients compensate well for vertigo, even within two weeks. The patients 
complain of a light-headedness, drunken feeling or giddiness. At the onset 
the symptoms occur whenever there is a change in position. It then be- 
comes severe and the patients close their eyes to obtain relief. Blurring of 
vision is associated with the vertigo. Ordinary wall signs cannot be read. 
The objects blur if the head is moved from side to side but the symptom 
disappears as the head 1s held still. Patients find it difficult to keep a straight 
path when walking. They develop a feeling of insecurity, and may be 
unable to comprehend normal situations. Two illustrative cases are present- 
ed, one in a 34 year old female, and the other in a female in her fifties. 
On a dosage of 2 to 4 Gm. daily, complications begin between fourteen to 
seventy days. Complications are more distant on a dosage of Jess than 1 
Gm. and they are infrequent or absent if therapy is carried less than five 
to ten days. Loss of hearing acuity is closely associated in time with the 
onset of vestibular dysfunction. The patient complains of a low-pitched 
tinnitus which is a continuous roaring sound in both ears. The auditory acu- 
ity should be checked, because of the suggestion of a starting low tone nerve 
deafness. The hearing loss involves a general depression of the whole 
scale. If streptomycin is quickly discontinued, auditory recovery is about 100 
per cent. In tuberculous meningitis, where the drug may have to be continu- 
ed, hearing is greatly diminished and its recovery uncertain; some patients 
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become entirely deaf. The neurotoxic action on the eighth cranial nerve may 
occur in at least 10 per cent of patients treated with 3 to 4 Gm. daily, for 
several weeks to months. Data are not fully available regarding the perman- 
ence of the damage. Clinical findings are not typical of those of a lesion 
of the central or peripheral part of the eighth nerve but features of both 
occur in some cases. The toxic process involves the peripheral region but 
the picture is obscured by a gradual bilateral loss of the labyrinthine func- 
tion. This could explain the usual absence of nystagmus and the lack of 
true vertigo. 


Abscess of the Tongue. Felco Huizinga, University Hospital, Gronin- 
gen, Netherlands. Acta oto-laryng. 35:583-91, Fasc. 5-6, 1947. 

Since 1928 in the clinic of Groningen 40 patients were treated for ab- 
cess of the tongue. It is a typical affection for men, there was only 1 wo- 
man. Most of the patients were farmers. The age is considerable higher 
than that of patients with peritonsillar abscess. Treatment by puncture in- 
cision is made and the abscess is spread with a riarrow forceps. All patients 
recovered. In some patients lipiodol was introduced. This gave a better in- 
sight into the exact localization of the abscess. Discussion of the symptomato- 
logy and the genesis.—<A uthor’s abstract. 


Neurinoma N. Facialis. Nils Lundgren, Ear, Nose and Throat Clinic, 
Lund, Sweden. Acta oto-laryng. 35:535-37, Fasc. 5-6, 1947. 


A 41 year old man had, for one month before admission, a buzzing 
in the left ear and impaired hearing in the same; he had no pain in the 
ear nor had he any discharge. On examination there was found an even 
rounded polypus tumor filling almost the whole external auditory canal. 
This tumor, which arose in the posteroinferior portion of the canal was 
snared off. There was then seen a normal ear drum and the hearing was 
restored at once. The function of the facial nerve was normal. At the subse- 
quent radical mastoidectomy the neurinoma was removed without any lesion 
of the well-functioning facial nerve. This case differs in an essential point 
from the majority of cases as the facial palsy not only was absent at the 
beginning but it was missing throughout, and it shows that tumors originat- 
ing in the posteroinferior portion of the external canal wall may be neuri- 
noma, in spite of normal function of the facial nerve. 7 references. 


Cholesteatoma in the Petrous Bone Causing Progressive Facial Palsy. 
Nils Lundgren, Ear, Nose and Throat Clinic, Lund, Sweden. Acta oto- 
laryng. 36:75-84, Fasc. 1, 1948. 

Cholesteatoma are to be found in the petrous bone (apex) and they 
are certainly much more common than their scanty occurrence in the litera- 
ture would suggest. They praceed with a gradually arising, often slowly 
progressing facial palsy of periphery type and with impairment of the hear- 
ing. Local symptoms from the middle ear may often be entirely absent but 
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on the other hand there are also cases proceeding with an earlier ear anamne- 
sis. The definite diagnosis is based on roentgenograms (Stenver’s projec- 
tion); if the diagnosis is made at a relatively early stage of the facial paraly- 
sis before irreparable damage has been done to the facial nerve, experience 
has showed that there are prospects of improving and possibly entirely re- 
storing the function of the facial nerve by surgical intervention. Four cases 
are reported. 8 references. 4 figures. 


Biopsy in Otolaryngology. George J. Taquino, Louisiana State Univer- 
sity School of Medicine, New Orleans, La. New Orleans M. & S. J. 101: 
1-2, July 1948. 

Biopsy should be performed whenever there is the smallest doubt as 
to the nature of the tissue in a given area and whenever such symptoms 
as hoarseness, a persistent cough, dysphagia or other symptoms and signs 
referable to the ear, nose or throat cannot be fully and promptly explained 
on the basis of a nonmalignant disease process. Biopsy should always be 
: performed in the hospital. Bronchoscopy, esophagoscopy and even laryngos- 
: copy are serious procedures and may be attended with serious or even fatal 
complications. The patient should be free from discomfort but inhalation 
anesthesia is not necessary. Topical applications are sufficient. Appropriate 
instruments must be used and sterility and hemostasis must be absolute. The 
specimen must be removed under full vision. Special technics, such as scrap- 
ing of the mucosa, may be necessary under special circumstances. If the sus- 
pected tissue is small, the involved area should be removed in toto, the 
lesion thus being eradicated while the tissue is secured for examination. Be- 
cause the specimen is always small, it must be handled with great care. A 
negative report should not be accepted as final unless it accords with the 
clinical course. If it does not, biopsy should be repeated, more than once 
if necessary and exploratory thoracotomy should be regarded as warranted 
if such a condition as carcinoma of the lung cannot otherwise be excluded. 
The advice of a competent pathologist should always be heeded. The oto- 
laryngologist is on firm ground when he bases his therapeutic course on 
a competent pathologist’s interpretation of an adequate specimen of tissue 
secured by biopsy.—A uthor’s abstract. 


Phlebolith of the Anterior Facial Vein. Case Report. James L. Me- 
Crory and Morris Davidson, Santa Fe, N. Mex. and St. Louis, Mo. Ann. 
Otol., Rhin. & Laryng. 57:201-206, March 1948. 

A case of phlebolithiasis of the anterior facial vein in a 37 year old 
female is presented. She complained of pain and swelling of the left face 
and jaw. The swelling was first noticed after recovery from typhoid fever 
at the age of 6 and was noticeable when lying down at night or when en- 
gaged in hard work. There were periods of weeks or months when the swel- 
ling was constant and there was pain and low grade fever. Four years pre- 
viously she was told she had salivary stones but nothing was found on sur- 
gery. Just before the present admission, a roentgenographic diagnosis of 
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calculi in the left submaxillary region was made. Examination showed only 
a reddened area of swelling over the left side of the face and jaw. The 
skin felt puffy superficially. On deeper palpation, the area was tender, firm 
and slightly nodular. There was no enlargement of adjacent nodes. The 
body temperature and laboratory findings were normal. Roentgenograms 
revealed several small regions of calcification in the soft tissues inferior 
to the angle of the mandible on the left; roentgen diagnosis was calculi in 
the left submaxillary gland. The left submaxillary gland was surgically ex- 
posed but there was no evidence of stones in the gland or the ducts. The 
gland was removed. A large irregular venous space was observed in the 
course of the anterior facial vein and several round, hard bodies lay within 
the space. What appeared to be a recent thrombus was evacuated from the 
area. The calculi were removed. Pathology report was fibrovascular tissue 
and hyaline body consistent in appearance to that of a phlebolith. After six 
weeks the patient became symptom-free and she improved for one year, 
when a small nodule occurred in the left cheek. This proved to be a small 
lymph node. No further symptoms were reported. 5 references. 3 figures. 


ANNOUNCEMENTS 


BRITISH ASSOCIATION OF OTOLARYNGOLOGISTS. 


The British Association of Otolaryngologists is organizing the Fourth 
International Congress of Otolaryngology, to be held in London from July 
17th to July 23rd, 1949. There will be further meetings, for those who 
wish to go, at Oxford, Cambridge and Edinburgh on July 25th & 26th. It 
is hoped that a full academic program will be arranged, and also various 
social functions. 

The Secretaries of the National Otolaryngological Societies have been 
circularized and asked to send a list of their members for individual noti- 
fication. Should any Association not receive this letter it should communi- 
cate with the General Secretary, Mr. F. C. W. Capps, F. R. C. S., 45 
Lincoln’s Inn Fields, London, W. C. 2. 
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are reported in medical literature throughout the world. 


WASHINGTON INSTITUTE OF MEDICINE 
1720 M Street, N. W., Washington 6, D. C. 
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Local penicillin reduced 
intranasal bacteria 99°/, 


Proceedings of the Society of American Bactenologists, 
47th general meeting, May 13-17, 1947 


A series of patients was treated intranasally 


with local penicillin, 500 units per cc., for 


5 consecutive days. At the end of this time, 

the bacteria count was reduced from an average 
of 7,363 per cc. of nasal washings to the 
amazingly low average of 42. 


In Par-Pen you have a preparation that combines 


the potent antibacterial action of penicillin, 
500 units per cc., with the rapid and prolonged 


vasoconstriction of “Paredrine Aqueous’. 


For sample and full information, write Par-Pen 
on your prescription blank and mail it to us at 


429 Arch St., Philadelphia 5, Penna, 


Par-Pen 


the penicillin-vasoconstrictor combination use 


Smith, Kline & French Laboratories, Philadelphia 
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